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ABSTRACT  
Facilitators  and  Barriers  to  Healthy  Eating  and  Disease  Management  
Among  Low-­‐‑Income  Seniors  
Residing  in  Subsidized  Housing:  A  Case  Study  
Katherine  Petroka  
Brandy-­‐‑Joe  Milliron,  Ph.D.  
  
  
   Low-­‐‑income  seniors  residing  in  subsidized  housing  may  develop  
unhealthy  eating  behaviors  and  experience  poor  health  outcomes  due  to  a  
lack  of  access  to  fresh  produce  in  their  local  environment.    Guild  House  West  
(GHW)  is  a  Quaker-­‐‑run  subsidized  housing  facility  for  seniors  and  disabled  
individuals  located  in  the  West  Poplar  neighborhood  of  Philadelphia,  
Pennsylvania.    GHW  was  established  and  is  managed  by  Friends  
Rehabilitation  Program,  a  Quaker-­‐‑related  non-­‐‑profit,  whose  mission  is  to  
provide  affordable  housing  and  social  services  for  seniors,  low-­‐‑income  
persons,  and  individuals  with  special  needs.    GHW  is  located  in  a  
neighborhood  with  low  access  to  supermarkets  but  has  the  unique  feature  of  
a  community  garden  implemented  by  the  nonprofit  organization  Greener  
Partners.    There  is  also  a  food  pantry  on  site  offering  packaged  goods  to  the  
residents  once  a  week.      
   Community-­‐‑based  participatory  research  was  incorporated  to  establish  a  
community  partnership  between  Drexel  University’s  Nutrition  Sciences  
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Department,  Greener  Partners,  and  GHW.    Therefore,  the  purpose  of  this  
research  was  to  incorporate  formative  research  methods  to  gain  a  better  
understanding  of  the  nutrition-­‐‑related  needs  of  the  population  living  in  a  
subsidized  housing  facility  for  future  research.    The  researcher  determined  if  
community-­‐‑driven  nutrition  education  programming  could  be  implemented  
to  facilitate  improvements  in  dietary  intake  and  self-­‐‑management  of  
nutrition-­‐‑related  chronic  conditions  among  low-­‐‑income  seniors.    This  
manuscript  describes  the  preliminary  stage  of  the  formative  research  process,  
as  the  researcher  collected  information  using  ethnographic  and  
phenomenological  approaches  to  help  inform  the  rest  of  the  research  process.    
Following  12  months  of  interacting  directly  with  the  GHW  population,  
common  themes  and  behaviors  were  identified.    The  two  aspects  of  the  case  
study  focus  on  themes  seen  in  1)  food  focus  groups  during  cooking  classes  2)  
food  pantry  use  and  barriers  to  access.    Focus  group  questions  were  
developed  and  residents  were  invited  in-­‐‑person  and  through  a  weekly  
newsletter  to  participate  in  food  focus  groups  by  GHW  management  and  the  
researcher.    Participation  in  the  GHW  community  food  pantry  was  pursued  
initially  to  better  understand  the  needs  of  the  residents  for  future  
research/programming.      
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   A  thematic  analysis  was  performed  using  NVivo  10,  a  software  package  
that  is  used  to  organize  and  manage  qualitative  databases.    Generalizable  
information  was  gathered  on  the  beliefs  and  behaviors  of  the  GHW  residents.    
Seven  major  themes  and  sub-­‐‑themes  were  derived  from  the  NVivo  10  
Software  data  analysis  of  the  attitudes  and  behaviors  of  the  residents  at  GHW  
during  food  focus  groups  and  food  pantry  participation.    Themes  included  
negative  dietary  attitudes  about  diet  quality,  challenges  of  change  around  
nutrition  and  healthy  eating,  external  barriers  in  the  food  environment,  
negative  influences  in  the  internal  environment,  disconnect  between  disease  
state  and  nutrition  recommendations,  difficulties  of  disease  self-­‐‑management  
through  dietary  modifications,  and  interest  for  learning  new  recipes  to  
improve  nutrition  knowledge  base.      
   The  significance  of  understanding  the  attitudes,  behaviors,  and  beliefs  
surrounding  the  internal  and  external  challenges  to  healthful  eating  were  
classified  in  this  case  study.    Acknowledging  the  impact  that  barriers  had  on  
the  social  and  personal  constructs  of  low-­‐‑income  seniors  residing  in  
subsidized  housing  was  found  to  be  a  successful  strategy  in  informing  the  
research  process  for  future  nutrition  programming.      
   The  themes  are  considered  generalizable  to  similar  populations  indicating  
that  community-­‐‑driven  nutrition  education  programming  can  be  
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implemented  within  a  subsidized  living  setting  to  facilitate  improvements  in  
dietary  intake  and  self-­‐‑management  of  disease  among  low-­‐‑income  seniors.  
This  research  uncovered  two  novel  concepts;  residents  were  not  familiar  with  
healthier  food  options  that  were  not  culturally  relevant  and  community  
tensions  existed  among  the  residents  due  to  lack  of  social  cohesion.    Future  
research  must  consider  these  novel  concepts  while  developing  nutrition  
programming  within  subsidized  housing  facilities.    
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Chapter  1:  INTRODUCTION  AND  SPECIFIC  AIMS  
1.1  Introduction  
   Reducing  barriers  to  food  access  can  help  alleviate  or  eliminate  risk  factors  for  
nutrition-­‐‑related  chronic  illnesses.    Particularly  at  a  higher  risk  for  chronic  illnesses,  
older  adults  have  reported  that  fresh  produce  is  too  expensive  to  purchase1  
unavailable  in  nearby  corner  stores,2  aesthetically  unappealing,  or  difficult  to  
prepare  compared  to  packaged  convenience  items.3    These  barriers  may  be  
exacerbated  among  older  adults  living  in  subsidized  living  communities.    
   Economic  uncertainty  may  affect  food-­‐‑related  decision-­‐‑making  among  older  
adults  as  foods  integral  to  a  healthful  diet  (fruit,  vegetables,  fish)  can  be  perceived  as  
a  luxury.4    The  relationship  between  a  diet  characterized  by  fruits  and  vegetables  
and  chronic  disease  prevention  has  been  exhibited  as  residents  of  government-­‐‑
subsidized  public  housing  have  high  rates  of  poor  health  outcomes.4    Neighborhood  
environments  characterized  by  poor  accessibility  to  healthy  food  options  and  an  
overabundance  of  fast  food  options  have  been  linked  to  chronic  disease  status  
among  low-­‐‑income  seniors.    These  factors  also  negatively  affect  disease  
management.5      Conversely,  increasing  access  and  availability  of  fresh  produce  has  
the  potential  to  facilitate  primary  and  secondary  disease  prevention  and  
management.    Understanding  food-­‐‑related  social  determinants  of  health  and  chronic  
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illness  is  crucial  to  improve  or  prevent  negative  health  outcomes  in  communities  
affected  by  disproportionate  burden  of  disease.  5-­‐‑8  
   The  connection  between  obesity,  functional  decline,  and  homebound  status  
confirms  the  significance  of  long-­‐‑term,  preventative  solutions  in  community  
planning  and  policy  to  meet  homebound  seniors’  priorities  and  needs.    Further,  a  
clear  understanding  of  how  choices  and  behavior  can  be  changed  is  fundamental  
when  working  with  and  implementing  programs  with  low-­‐‑income  populations.4  
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1.2  Specific  Aims  
The  following  research  question  has  guided  the  development  of  this  research:    
Can  community-­‐‑driven  nutrition  education  programming  be  implemented  within  
a  subsidized  living  setting  to  facilitate  improvements  in  dietary  intake  and  self-­‐‑
management  of  nutrition-­‐‑related  chronic  conditions  among  low-­‐‑income  seniors?      
  
This  manuscript  will  describe  the  formative  research  methods  used  to  gain  a  better  
understanding  of  the  needs  of  this  particular  population  for  future  research.    This  
study  examined  the  following  objectives  using  ethnographic  and  phenomenological  
approaches  to  inform  future  recommendations  for  nutrition  programming:  
  
1)  To  identify  challenges  to  healthy  eating  and  self-­‐‑management  of  nutrition-­‐‑
related  chronic  illnesses  experienced  by  low-­‐‑income  seniors  residing  in  a  
subsidized  living  setting.  
  
2)  To  assess  the  interest  among  low-­‐‑income  seniors  residing  in  a  subsidized  
housing  setting  in  community  programming  that  addresses  healthful  eating  and  
self-­‐‑management  of  nutrition-­‐‑related  illnesses.  
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CHAPTER  2:  LITERATURE  REVIEW  
2.1  Food  Insecurity  Among  Low-­‐‑Income  Seniors  
Fifty  million  Americans  lived  in  food  insecure  households  in  2013.9      Food  
insecurity  is  defined  as  a  “lack  of  consistent  access  to  adequate  food  for  an  active,  
healthy  life”.10      This  level  of  food  insecurity  is  one  of  the  highest  recorded  by  the  
USDA  in  the  last  twenty  years.9    Due  to  continued  weakness  of  the  economy,  it  is  not  
known  whether  the  prevalence  of  food  insecurity  will  improve  in  the  near  future.11  
   Since  the  beginning  of  the  Great  Recession  in  2008,  older  adults  have  
experienced  higher  levels  of  food  insecurity.11      Among  Americans  over  the  age  of  60,  
food  insecurity  increased  by  26%  between  2007  and  2009.    In  Philadelphia,  these  
challenges  are  ubiquitous.    According  to  the  AARP,  formerly  known  as  the  
American  Association  of  Retired  Persons,  approximately  18%  of  Philadelphia’s  
seniors  were  food  insecure  or  marginally  food  insecure  in  2009.11  
The  risk  for  food  insecurity  is  higher  among  seniors  living  on  fixed  incomes.    
Food  insecurity  has  been  associated  with  overweight  and  obesity,  heart  disease,  
diabetes,  and  other  chronic  illnesses.12-­‐‑14      In  the  wake  of  the  rise  of  food  costs,  rising  
0.4%  in  February  2014,  the  most  since  September  2011,15  those  who  have  been  
diagnosed  with  one  or  more  chronic  illness(es)  may  face  greater  challenges  when  
trying  to  adapt  to  disease-­‐‑specific  dietary  recommendations.    In  addition,  many  
seniors  have  limited  mobility,  which  may  make  independent  grocery  shopping  and  
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cooking  difficult.    In  Philadelphia,  food  insecurity  is  the  most  prevalent  in  low-­‐‑
income  African-­‐‑American  and  Latino  communities.    Glicksman,  Allen,  and  Clark16  
reported  that  African  American  and  Latino  seniors  experience  food  insecurity  at  a  
disproportionate  rate  compared  to  non-­‐‑Hispanic  white  counterparts.    
African  American  and  Latino  Seniors  more  frequently  reported  reducing  
meals  due  to  financial  limitations,  difficulties  associated  with  independent  living,  
such  as  cooking,  and  barriers  such  as  physical  and  financial  accessibility  of  healthy  
food  options.16    Correspondingly,  many  seniors  often  face  limited  mobility,  making  
independent  grocery  shopping  and  cooking  difficult  or  even  impossible.16-­‐‑17    While  
senior  hunger  has  traditionally  portrayed  images  of  small,  frail  seniors,  in  
Philadelphia  and  across  the  country,  with  the  rising  obesity  rates,  seniors  in  need  of  
services  are  not  just  “tiny  and  frail;  they  are  [also]  large  and  frail”.17    According  to  the  
Philadelphia  Corporation  for  Housing,  seniors  on  fixed  incomes  struggle  to  
accommodate  dietary  restrictions  as  65%  of  seniors  in  Philadelphia  reported  being  
overweight  or  obese.    Fifty-­‐‑six  percent  reported  eating  two  or  fewer  serving  of  
vegetables  a  day.17      The  relationship  between  obesity,  functional  decline,  and  
homebound  status  points  to  the  importance  of  long-­‐‑term,  preventative  solutions  in  
community  planning  and  policy.10  
2.2  Determinants  of  Health  in  an  Environmental  Context  
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One  of  the  overarching  goals  of  U.S.  Department  of  Health  and  Human  
Services  (USDHHS),  Healthy  People  2020,  is  to  “create  social  and  physical  
environments  that  promote  good  health  for  all”.18      This  overarching  goal  places  
emphasis  on  addressing  the  determinants  of  health  in  an  environmental  context.    
That  vision  is  shared  by  the  World  Health  Organization  (WHO),  where  the  
Commission  on  Social  Determinants  of  Health  published  a  report  titled  “Closing  the  
gap  in  a  generation:  Health  equity  through  action  on  the  social  determinants  of  health.”19  
Similarly,  additional  U.S.  health  initiatives,  such  as  the  National  Partnership  for  
Action  (NPA)  to  End  Health  Disparities  and  The  National  Prevention  and  Health  
Promotion  Strategy  (USDHHS),  suggest  that  determinants  of  health  vary  by  social  
and  physical  environment.18,20    In  Philadelphia,  the  Mayor’s  Commission  on  Aging  
(MCOA)  Senior  Hunger  Task  Force  was  formed  in  response  to  a  city-­‐‑wide  assessment  
of  resources  and  needs  related  to  hunger  among  seniors.21  
A  “place-­‐‑based”  organizing  framework,  developed  by  Healthy  People  2020,  
reflects  five  key  areas  of  social  determinants  of  health.18    These  five  key  areas  
(determinants)  include:  economic  stability,  education,  social  and  community  
context,  health  and  health  care,  and  neighborhood  and  built  environment.    Social  
determinants  of  health  reflect  social  factors  and  physical  conditions  in  the  
environment  in  which  people  live,  and  therefore  impact  a  wide  range  of  health,  
functioning  and  quality  of  life  outcomes.    Social  determinants  include  factors  such  as  
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the  availability  of  resources  to  meet  daily  needs,  educational  and  job  opportunities,  
living  wages,  healthful  foods,  social  norms  and  attitudes,  exposure  to  crime,  social  
support  and  interactions,  socioeconomic  conditions  (such  as  concentrated  poverty),  
and  residential  segregation.    Examples  of  physical  determinants  include  the  natural  
environment  (such  as  plants,  weather,  or  climate  change),  the  built  environment  
(such  as  buildings  or  transportation),  worksites,  schools,  recreational  settings,  
housing,  neighborhoods,  and  physical  barriers.18,20  
Individual  behavior  also  plays  a  fundamental  role  in  health  outcomes.    Many  
public  health  interventions  emphasize  changing  individual  behaviors  such  as  diet  
and  physical  activity.    Positive  changes  in  individual  behavior  can  lower  the  rates  of  
chronic  disease.    Examples  of  individual  behavior  determinants  of  health  include:  
diet,  physical  activity,  alcohol,  cigarette  smoking,  and  other  drug  use.18    Poor  health  
outcomes  are  often  made  worse  by  the  interaction  between  individuals  and  their  
social  and  physical  environment.16,18,20  
2.3  Dietary  Recommendations  and  Determinants  of  Health  
Dietary  intake  is  integral  to  population-­‐‑level  health  promotion  and  chronic  
disease  management.22    Overall,  older  adults  are  not  meeting  their  age-­‐‑specific  
dietary  recommendations.19    As  adults  transition  into  older  ages,  their  dietary  intake  
may  become  predominantly  characterized  by  poor  dietary  variety,  fewer  fruits  and  
vegetables,  and  an  increased  reliance  on  packaged  food  items.23      Low-­‐‑income  seniors  
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face  additional  barriers  that  prevent  them  from  accessing  nutritious,  medically  
appropriate  food  from  local  supermarkets,  community  food  programs,  and  
emergency  food  systems.    This  constitutes  a  serious  public  health  problem  as  
research  suggests  that  offering  nutritious  and  medically  suitable  food  will  improve  
the  health  of  low-­‐‑income  individuals  with  a  variety  of  conditions  and  lower  the  cost  
of  care  by  reducing  the  need  for  hospitalizations  and  long-­‐‑term  care.19-­‐‑20  
Determinants  of  health  extend  beyond  the  confines  of  traditional  health  care  
and  public  health  sectors.    Education,  housing,  transportation,  agriculture,  and  
environment  are  important  influences  of  population  health.18    The  poor  quality  of  
food  environments  in  low-­‐‑income  neighborhoods,  lack  of  access  to  healthcare,  and  a  
sedentary  lifestyle  further  exacerbate  the  increased  risk  for  chronic  illness  in  low-­‐‑
income  senior  populations.5    
2.4  Influences  of  the  Food  Environment  on  Health  Behaviors  
2.4.1  Access  to  Food  
   The  food  environment  consists  of  several  components.    Within  the  
community  environment,  the  components  include  the  places  where  food  can  be  
acquired  such  as  grocery  stores,  convenience  stores  and  restaurants  that  are  open  to  
the  public.    The  consumer  environment  includes  what  an  individual  is  exposed  to  
inside  the  food  source,  specifically  the  availability  of  various  types  of  foods,  
promotions,  and  prices.24    Characteristics  of  the  food  environment  both  influence  
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and  overlap  with  social  determinants  of  health,  such  as  access  to  affordable  healthful  
foods,  healthcare,  and  opportunities  for  physical  activity.  8,25    By  investigating  the  
factors  that  characterize  an  individual’s  built  environment,  evidence  can  help  
determine  the  neighborhood  factors  that  are  most  related  to  behavioral  choices  and  
poor  health.26  
   Environment  factors  of  health  can  be  multifaceted  ranging  from  physiological  
and  emotional  to  social.    The  environment  can  be  related  to  health  through  its  
physical  design  (the  built  environment),  the  socio-­‐‑cultural  rules  that  govern  these  
environments,  and  the  socio-­‐‑economic  status  of  the  residents  living  in  these  
environments.27    For  example,  high  levels  of  environmental  stresses  and  absence  of  
social  cohesion  in  low  socio-­‐‑economic  neighborhoods  have  been  correlated  with  
poorer  health  outcomes.28    Food  environments  and  the  capability  of  the  environment  
to  encourage  physical  activity  can  be  closely  associated  to  health.    The  way  in  which  
an  individual  uses  an  environment  may  be  fundamentally  contingent  on  their  
personal  perception  of  that  environment.27    The  built  environment  comprises  of  a  
range  of  physical  and  social  elements  that  form  a  structure  of  a  community  that  may  
influence  obesity  and  poor  health  factors.29    By  understanding  the  built  
environment’s  impact  on  obesity  and  poor  health  essential  information  for  the  
development  of  successful  community-­‐‑based  programs  can  be  provided.30    For  
example,  there  were  more  than  twice  the  number  of  supermarkets  in  predominately  
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white  neighborhoods  compared  to  the  number  found  in  neighborhoods  with  
predominately  African-­‐‑American  residents.  26      Similarly,  residents  of  many  public  
housing  communities  do  not  have  a  supermarket  within  walking  distance,  an  
additional  barrier  for  those  without  transportation  and  social  support.25,31    Inverse  
associations  have  been  reported  between  supermarket  proximity  and  consumption  
of  fruits  and  vegetables,  obesity,  morbidity,  and  overall  health-­‐‑related  lifestyle.32  
   Corner  stores  (sometimes  called  “bodegas”)  are  associated  with  a  high  
accessibility  of  unhealthy  foods.  33    Many  inner-­‐‑city  neighborhoods  rely  on  corner  
stores  as  the  sole  provider  of  food  items.    Corner  stores  tend  to  have  a  limited  
variety  of  food  for  higher  prices.34    There  are  abundant  fast-­‐‑food  restaurants  and  
carryout  restaurants  in  these  neighborhoods.35    These  areas  are  referred  to  as  food  
swamps,  unlike  food  deserts,  which  are  areas  where  residents  have  inadequate  
access  to  nutritious  foods.    Food  swamps  are  areas  that  experience  over  nutrition  
developing  from  energy-­‐‑dense  foods  offered  by  small  corner  stores  and  fast-­‐‑food  
restaurants.36      The  prevalence  of  obesity  is  further  correlated  with  the  presence  of  
numerous  fast  outlets  offering  unhealthy  choices  than  to  an  absence  of  supermarkets  
that  carry  health  food  options.37,38    Further,  the  build  environment  includes  prepared  
foods.    In  2012,  Americans  spent  almost  half  of  their  food  dollars  for  eating  outside  
of  their  home.9    The  number  of  fast-­‐‑food  restaurant  locations  has  doubled  since  the  
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1970s,  paralleling  increased  obesity  prevalence.9,38    Longitudinal  studies  have  linked  
weight  gain  with  living  in  a  lower  socioeconomic  neighborhood.39-­‐‑40  
As  mentioned,  transportation  is  a  barrier  to  using  food  programs  as  well  as  
seeking  medical  help,  since  walking  is  the  primary  or  preferred  mode  of  
transportation  due  to  it’s  low  cost,  but  unfavorable  for  the  senior  population  who  
experience  limited  mobility.25    Lack  of  access  to  stores  that  sell  healthful  foods  and  
closer  proximity  to  convenience  stores  that  sell  food  low  in  nutritional  value  is  also  
an  area  of  concern  for  this  population.41  
2.4.2.  Neighborhood  Aesthetics  
     Neighborhood  aesthetics  have  been  cited  as  an  environmental  characteristic  
that  influences  health  behaviors  such  as  physical  activity.    Individual  and  ecological  
factors  are  considered  determinants  of  health.    Adjusting  individual  risk  factors  can  
be  difficult,  but  altering  the  environment,  to  increase  public  health,  is  an  extremely  
onerous  task.  42    Public  health  professionals,  policymakers,  and  urban  planners  are  
concerned  about  the  neighborhood  environment  effecting  heath  outcomes  such  as  
obesity,  diabetes,  asthma,  and  depression.43    Chronic  diseases  are  multifaceted  but  
research  has  indicated  that  enhancing  cities  to  promote  a  healthier  lifestyle  to  
include  walking  and  socializing  may  be  feasible.    The  community  development  
approach  was  based  on  participation,  empowerment,  and  collective  action  as  the  
core  of  health  promotion  practice.44    To  improve  the  neighborhood  physically,  
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socially,  and  symbolically  this  requires  a  significant  amount  of  neighborhood  
involvement  and  social  cohesion,  which  has  been  correlated  to  well-­‐‑being  and  
health.43-­‐‑44  
   An  environmental  intervention  in  three  neighborhoods  in  Portland,  Oregon  
aimed  to  promote  participation  in  urban  renewal  and  engaged  residents  in  the  
construction  of  attractive  urban  spaces.    The  City  Repair  Project,45  a  non-­‐‑profit  
organization  located  in  Portland,  OR  dedicated  to  community-­‐‑building,  devised  a  
procedure  for  constructively  engaging  citizens,  municipal  officials,  neighborhood  
associations  and  builders  in  the  creation  of  community-­‐‑designed,  environmentally  
beneficial  gathering  places.    Gardens,  murals  and  public  benches  were  used  to  
transform  the  environment.    Neighborhood  residents  included  in  the  project  
reported  improvements  in  mental  health,  increased  sense  of  community  and  an  
overall  expansion  of  capital  as  a  result  of  the  environmental/neighborhood  
modifications.45    Improvements  in  neglected  urban  environments  that  surround  
subsidized  housing  communities  may  help  improve  community  well-­‐‑being  through  
the  building  and  restoration  of  areas.    
2.4.3  Benefits  to  Participating  in  Community  Food  Delivery  Programs  
   Community  programs  that  deliver  food  to  places  of  residence  have  the  
potential  to  alleviate  mobility  and  transportation  limitations.31,31    A  modest  increase  
in  reported  vegetable  intake  was  associated  with  using  the  ‘Veggie  Mobile  Program,’  
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a  van  that  delivers  fresh  produce  to  low-­‐‑income  neighborhoods.31    Low-­‐‑income  
seniors  that  reported  purchasing  food  from  the  Veggie  Mobile  reported  a  reduction  
in  the  frequency  of  trips  to  the  supermarket  and  an  increase  in  daily  consumption  of  
vegetables.    Participation  in  another  food  delivery  program,  the  Seattle  Senior  
Famers’  Market  Nutrition  Pilot  Program  delivered  bi-­‐‑weekly  market  baskets  that  
consisted  of  a  variety  of  fresh  locally  grown  produce  to  480  low  income  ‘Meals  on  
Wheels,’  participants  was  associated  with  an  increase  of  fruit  and  vegetable  
consumption  among  homebound  seniors.46    The  USDA  Senior  Farmers’  Market  
Nutrition  Program  (SFMNP)  awards  grants  to  States,  United  States  Territories  and  
Federally-­‐‑recognized  Indian  tribal  governments  to  deliver  low-­‐‑income  seniors  with  
coupons  that  can  be  exchanged  for  eligible  foods  at  farmers’  markets,  roadside  
stands,  and  community  supported  agriculture  (CSA)  programs.    Low-­‐‑income  
seniors,  defined  as  individuals  who  are  at  least  60  years  old  and  who  have  
household  incomes  of  no  more  than  185%  of  the  Federal  poverty  income  guidelines  
are  the  targeted  recipients  of  SFMNP  benefit.9,46-­‐‑47      ‘Meals  on  Wheels’  participants  
were  qualified  for  basket  delivery  if  they  resided  within  a  specific  catchment  area  in  
the  city  of  Seattle,  met  the  income  guidelines,  and  requested  the  basket  delivery.46    
Pilot  data  suggested  that  regardless  of  resident  food  preparation  ability  and  eating  
preferences,  participants  in  this  study  reported  high  satisfaction  and  eagerness  
toward  participating  in  the  food  delivery  program  in  the  following  season.    These  
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findings  highlight  the  feasibility  of  increasing  vegetable  consumption  in  low-­‐‑income  
seniors  by  having  produce  more  readily  available  and  affordable.     
   A  study  in  Pomona,  California  in  2003  examined  if  food  pantry  clients  resided  
within  walking  distance  of  stores  carrying  fresh  produce.48    The  researchers  
geocoded  the  addresses  for  3,985  food  pantry  clients  and  84  food  stores  carrying  
fresh  produce  using  geographic  information  systems  technology.      Food  stores  were  
categorized  as  selling  either  a  “variety  of  produce”  or  “limited  produce.”    Network  
distance  was  used  to  compare  each  food  pantry  client’s  proximity  to  store  locations.    
Walkability  was  “traced”  for  0.8  km  in  every  direction  beginning  from  each  store  
location.    A  store  was  considered  “accessible”  if  the  food  pantry  clients  lived  within  
0.8-­‐‑km  of  the  store.    Clustered  high  densities  of  food  pantry  clients,  or  hot  spots,  
were  mapped.    By  identifying  the  hot  spots  of  food  pantry  clients  with  limited  food  
access,  probable  interventions  to  increase  fresh  fruit  and  vegetable  access  could  be  
developed,  such  as  establishing  a  route  for  a  mobile  produce  van  to  service  those  
areas.48  
2.4.4  Benefits  of  Participating  in  Community  Gardening  
   The  protective  effects  against  disease  with  a  diet  rich  in  fruits  and  vegetables  
has  been  documented  in  the  literature.26,49,5    Recent  data  has  shown  individuals  
participating  in  community  gardens  are  more  likely  to  consume  the  recommended  
daily  servings  of  fruits  and  vegetables,  eating  whole  foods  such  as  fresh  produce  
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rather  than  food  products  containing  food  additives  and  preservatives.50    Healthy-­‐‑
eating  strategies  that  are  place-­‐‑based  and  that  encourage  positive  social,  emotional  
and  cultural  links  through  community  engagement  signify  important  aspects  of  
health  promotion  efforts  to  increase  an  overall  healthier  lifestyle.50    In  addition  to  
increasing  fruit  and  vegetable  intake,  participation  in  a  community  garden  may  help  
to  reduce  instances  of  reported  food  insecurity.    Involvement  in  community  
gardening,  by  working  to  generate  interest  and  skills  around  community  gardens,  
may  help  increase  fruit  and  vegetable  consumption  and  help  alleviate  these  
discrepancies.    Environmental  modifications,  such  as  community  gardens,  exemplify  
a  promising  approach  to  foster  healthy  behaviors  through  reducing  food  insecurity  
and  health  disparities.51  
In  addition  to  increasing  fruit  and  vegetable  intake,  exposure  to  community  
gardens  may  help  improve  overall  quality  of  life  and  other  psychosocial  domains.    
Carney  et  al.51  conducted  community-­‐‑based  participatory  research  (CBPR)  to  
investigate  popular  education  techniques  to  support  and  educate  Hispanic  
farmworker  families  in  planting  and  maintaining  organic  gardens.    Measures  
included  pre-­‐‑  post  gardening  surveys,  key  informant  interviews,  and  observations  
made  at  community-­‐‑based  gardening  meetings  to  assess  food  security,  safety  and  
family  relationships.    Interviews  with  key  informants  suggested  that  community  
gardening  had  a  positive  impact  on  resident’s  physical  and  mental  health.51  
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A  health  clinic  in  Dubuque,  Iowa  saw  direct  results  of  a  community  garden  
and  health  status  of  patients.52    Clinic  patients  learned  how  to  prepare  soil,  weed,  
plant  and  harvest  the  produce.    Glycosylated  hemoglobin  levels  (HbA1c)  were  
measured  in  the  spring  before  the  garden  project  began  and  again  six  months  later.    
Among  patients  who  participated  in  the  community  garden  program,  mean  HbA1c  
values  significantly  improved  by  nearly  20%  (a  reduction  from  8.2%  to  6.6%).    HbA1c  
levels  among  patients  who  did  not  participate  increased  (from  9.3%  to  9.9%).    The  
authors  concluded  that  the  community  garden  project  had  a  positive  effect  on  those  
who  actively  and  consistently  participated.52  
Social  and  psychological  processes  and  aesthetic  experiences  have  the  ability  
to  set,  shape,  and  sustain  beliefs  regarding  food  preferences,  choices,  and  practices.    
For  example,  community  gardens  that  provide  a  platform  for  nutrition  education  
can  lead  to  changes  in  food-­‐‑related  behaviors  and  attitudes  among  community  
residents.53    Community  gardens  represent  the  everyday  landscapes  that  unite  
participants  to  nature,  require  active  and  sustained  involvement,  and  promote  social  
support.50    A  community  garden  allows  residents  to  ease  into  a  social  setting  in  
which  they  share  a  common  interest  with  others.    Social  involvement,  neighborhood  
aesthetics,  and  community  garden  programming  have  been  significantly  associated  
with  fruit  and  vegetable  intake  in  urban  adult  populations.50    Community  gardens  
have  the  potential  of  providing  a  unique  medical,  social,  and  environmental  
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intervention  that  can  narrow  the  divide  between  low-­‐‑income  resident’s  of  public  
housing  and  access  to  fresh  produce,  while  increasing  opportunities  for  better  
nutrition  and  overall  healthier  lifestyle  behaviors.  
2.4.5  Nutrition  Education  Among  Food  Pantry  Participants  
   An  important  response  to  the  problem  of  food  insecurity  in  the  US  is  the  
public  and  private  food  assistance  programs.    The  majority  of  nutrition  assistance  
given  to  low-­‐‑income  populations  is  provided  by  the  public  sector,  through  the  
Supplemental  Nutrition  Assistance  Program  (SNAP);  School  Lunch  and  Breakfast  
Programs;  and  the  Special  Supplemental  Nutrition  Program  for  Women,  Infants,  
and  Children  (WIC).    The  private  sector  plays  an  important  role  that  is  
complementary  to  federal  assistance  programs.    Private  organizations  such  as  food  
banks,  food  pantries,  soup  kitchens,  and  shelters  have  aided  in  preventing  even  
greater  rates  of  hunger  in  America'ʹs  low-­‐‑income  population.54    Individuals  who  visit  
food  pantries  are  a  population  of  concern,  as  they  have  limited  resources  to  purchase  
food  and  consequently  rely  on  the  availability  and  quality  of  donated  food  as  their  
sole  food  source.    The  goal  of  one  particular  study  was  to  examine  relationships  
between  food  security  status,  diet  quality,  and  body  mass  index  (BMI)  of  food  
pantry  clients  in  Hartford,  CT.    The  results  of  the  study  reveal  the  health  and  
nutritional  needs  of  food  pantry  users  in  Hartford,  CT  and  reported  on  baseline  data  
collected  as  part  of  a  longitudinal  evaluation  of  an  innovative  community-­‐‑based  
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program  called  Freshplace,  a  new  food  pantry  designed  to  build  long-­‐‑term  food  
security  and  self-­‐‑sufficiency  of  clients.55    The  program’s  goal  was  to  provide  an  
effective,  replicable  approach  to  the  problem  of  hunger  by  addressing  the  root  
causes  of  poverty.    The  Freshplace  intervention  allowed  for  participants  to  choose  
their  own  food  twice  each  month  and  implemented  monthly  meetings  to  develop  an  
individualized  “FreshStart”  plan  with  a  Project  Manager.    Additionally,  the  
Freshplace  intervention  incorporated  elements  from  Stages  of  Change  theory  and  
used  motivational  interviewing  techniques  to  set  goals  towards  improving  
individual  food  security  and  self-­‐‑sufficiency.    Supplementary  programs  and  
referrals  were  also  provided.    Preliminary  data  suggested  that  Freshplace  members  
experienced  significant  improvements  in  food  security,  self-­‐‑sufficiency  and  diet  
quality  at  one-­‐‑year  follow-­‐‑up.    The  goal  of  Freshplace  was  to  create  an  evidence-­‐‑
based  model  that  can  be  used  in  future  studies  and  brought  to  scale  in  communities  
nationwide.55  
Food  banks  are  hubs  that  collect,  store,  and  distribute  food.    They  can  play  a  
vital  role  in  maintaining  and  improving  the  health  of  low-­‐‑income,  food  insecure  
populations.    There  has  been  a  recent  surge  in  the  evaluation  of  food  pantry  usage.    
For  example,  an  evaluation  of  the  Food  Security  for  Seniors  and  Persons  with  Disabilities  
Project  used  focus  group  discussions  with  subsidized  housing  residents.56    Resulting  
common  themes  revealed  that  the  foods  offered  from  the  food  bank’s  grocery  
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delivery  programs  do  not  always  meet  the  residents’  specific  dietary  needs.    Several  
diabetic  residents  commented  that  large  quantities  of  starches  were  often  included,  
such  as  bread,  pasta,  rice,  canned  fruits,  and  juices.    Food  pantries  aim  to  help  feed  
low  income  residents  of  subsidized  housing  facilities,  however,  the  nutritional  value  
of  many  of  items  provided  may  deter  individuals  from  using  these  resources,  
especially  those  with  dietary  restrictions.    Fortunately,  many  of  the  pantries  in  
America’s  vast  network  of  more  than  250  food  banks  and  26,000  community  food  
pantries  have  begun  offering  fresh  produce  and  other  nutritious,  perishable  items.57  
   Food  pantries  are  underexploited  venues  for  teaching  recipients  how  to  
prepare  nutritious  meals.58    Food  assistance  programs  such  as  food  pantries  can  help  
reduce  or  prevent  poor  outcomes  of  food  insecurity,  improving  older  adults’  quality  
of  life  and  helping  them  meet  their  nutritional  needs.59    Food  assistance  programs  
have  been  shown  to  decrease  the  risks  of  malnutrition  and  improve  depression  
symptoms  in  homebound  seniors.60    Further,  educational  programs  for  seniors,  such  
as  nutrition  education,  have  been  related  to  improvements  in  health  status.61    Few  
intervention  programs  incorporate  nutrition  education  despite  the  prevalence  of  
nutrition-­‐‑related  chronic  illness(es)  among  many  seniors  participating  in  community  
programs.62  
2.5  Seniors  Residing  in  Subsidized  Housing  Facilities  
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In  2009,  the  poverty  rate  for  the  elderly  increased  by  eight  percent  to  3.4  
million  individuals.63-­‐‑64    Nearly  two  million  seniors  (>65  years  of  age)  reside  in  
publicly  subsidized  rental  housing  in  the  U.S.65    The  average  annual  income  among  
seniors  residing  in  subsidized  housing  is  $10,000,  making  senior  residents  in  public  
housing  among  the  poorest  in  the  U.S.65      Subsidized  housing  is  financed  in  whole  or  
in  part  by  government  funding.    This  includes  557,000  residing  with  Section  811  
Project  Based  Rental  Assistance  known  as  the  Supportive  Housing  for  Persons  with  
Disabilities,67  358,000  living  in  public  housing  units,  320,000  households  in  Section  
202  Supportive  Housing  for  the  Elderly  units,  300,000  living  in  units  subsidized  by  
programs  such  as  Low  Income  Housing  Tax  Credits  or  Section  236  Rental  Assistant  
Payment,  and  190,000  living  in  the  rural  housing  service.68      
Forty  two  percent  of  low-­‐‑income  housing  tax  credit  (LIHTC)  properties  
created  in  the  U.S.  between  1987  and  1998  were  designated  for  seniors.    The  LIHTC  
program  successfully  uses  tax  policy  to  aid  in  creating  affordable  rental  housing  for  
low  and  very  low-­‐‑income  families.68      More  seniors  reside  in  government  subsidized  
housing,  compared  to  nursing  homes  (1.4  million)  and  assisted  living  facilities  (1  
million).69    Amongst  subsidized  housing  programs,  there  is  only  one  federal  source  
of  financing,  known  as  The  U.S.  Department  of  Housing  and  Urban  Development  
(HUD),  dedicated  to  provide  housing  for  older  adults.    HUD  creates  affordable  
housing  in  the  Section  202  Supportive  Housing  for  the  Elderly  Program.66,70  
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Section  202  helps  expand  the  supply  of  affordable  housing  with  supportive  
services  for  the  elderly.66      Under  Section  202,  HUD  creates  capital  advances  to  fund  
the  construction,  rehabilitation  or  acquisition  with  or  without  rehabilitation  of  
structures  that  will  function  as  supportive  housing  for  very  low-­‐‑income  elderly  
persons,  including  frail  elderly,  creating  rent  subsidies  for  the  projects  to  aid  in  
making  them  affordable.    It  provides  very  low-­‐‑income  elderly  with  options  that  
allow  them  to  live  independently  and  in  an  environment  that  provides  support  
activities  such  as  cleaning  and  selected  transportation  services.66    Further,  HUD  
offers  rent  subsidies  for  these  projects  to  make  them  affordable  for  this  specific  low-­‐‑
income  population.    Section  202  is  similar  to  Section  811,  Supportive  Housing  for  
Persons  with  Disabilities.67    
2.5.1  Subsidized  Living  and  Health  Outcomes  
  Unable  to  access  all  travel  options  daily,  such  as  driving  and  walking  to  
public  transportation,  seniors  in  subsidized  housing  facilities  face  isolation,  a  
reduced  quality  of  life,  and  economic  hardship.    A  2004  study  found  seniors  age  65  
and  older  who  no  longer  drove  made  15%  fewer  trips  to  the  doctor,  59%  fewer  trips  
to  shop  or  eat  out,  and  65%  fewer  trips  to  visit  friends  and  family.71    Individuals  who  
have  limited  physical  and  economic  access  to  safe,  nutritious,  and  personally  
acceptable  food  are  defined  as  food  insecure.    Transportation  issues,  food  quantity,  
and  community  food  program  hours  are  some  of  the  barriers  preventing  adequate  
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consumption  of  fruit  and  vegetables  among  individuals  residing  in  subsidized  
housing.25    Further,  self-­‐‑reported  health  status  of  seniors  living  in  subsidized  
housing  is  twice  as  poor  compared  to  other  community-­‐‑dwelling  seniors.    
Specifically,  seniors  living  in  subsidized  housing  have  a  higher  prevalence  of  cardiac  
conditions,  stroke,  hypertensions,  diabetes,  arthritis,  psychiatric  problems,  fatigue,  
and  sedentary  behaviors.7-­‐‑8    At  two  years  follow-­‐‑up,  participants  of  a  community-­‐‑
based  study  of  public  housing  residents  showed  that  both  participants  from  
intervention  and  control  sites  had  at  least  one  diagnosis  for  hypertension,  high  
cholesterol,  diabetes  risk,  or  dental  disease.49    Two-­‐‑thirds  of  those  screened  had  a  
high  diabetes  risk  score.      
Social  isolation  has  been  associated  with  participation  in  community-­‐‑based  
programs  such  that  seniors  who  report  program  participation  and  volunteerism  
report  more  positive  health  outcomes  and  less  social  isolation  compared  to  seniors  
who  do  not  participate  in  the  same  activities.8    Similarly,  the  prevalence  of  self-­‐‑
reported  stress,  loneliness,  and  poor  social  and  emotional  functioning  is  higher  
among  seniors  living  in  subsidized  living;  and  the  correlation  between  those  factors  
and  fatigue  appear  to  be  facilitated  by  depression.7  
2.6  Using  Formative  Research  Methods  to  Address  Food  Access  
   Formative  research  begins  by  assessing  the  community  in  which  a  specific  
population  resides  and  attempts  to  understand  the  interests,  attributes  and  needs  of  
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that  population.    Formative  research  should  be  used  when  designing  interventions  
to  improve  public  health  using  qualitative  and  quantitative  methods  to  provide  
information  for  researchers.35,72-­‐‑73    For  example,  in-­‐‑depth  interviews  and  focus  
groups  are  formative  research  methods  that  have  been  used  to  identify  ways  to  
improve  recruitment  and  retention  of  food  pantry  participants  by  tailoring  the  
program  to  their  wants  and  needs.58    Formative  research  methods  have  also  been  
implemented  to  design  health  messages  to  encourage  near-­‐‑term,  specific,  and  
concrete  actions  to  improve  the  nutrition  of  pantry  clients  in  subsidized  housing.58    
These  techniques  can  be  adapted  to  the  development  of  any  print  material,  whether  
intended  for  widespread  dissemination  or  for  field  research  related  to  nutrition  
behaviors.    If  nutrition  interventions  require  participants  to  change  their  behavior,  
the  program  planners  must  understand  the  sociocultural  context  of  the  health-­‐‑
seeking  behavior  in  question.    Formative  research  examines  behavior  from  the  
perspective  of  the  participant  opposed  to  the  perspective  of  the  practitioner,  which  
can  facilitate  improvements  in  program  and  intervention  planning,  design,  
implementation,  and  monitoring.    Without  well-­‐‑planned  and  thorough  formative  
research,  interventions  may  not  have  the  potential  to  make  a  positive  impact  on  the  
relevant  target  population.58    Rapid  assessment  procedures,  focused  ethnographic  
studies,  and  knowledge  frameworks  are  approaches  to  data  collection  that  can  be  
used  to  understand  the  context  and  determinants  of  nutrition-­‐‑related  behavior  in  
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order  to  create  interventions  that  are  appropriate  for  the  demographics  of  the  
population.74    Evans  et  al.  incorporated  social  cognitive  theory  (SCT)  in  an  
intervention  to  improve  nutrition  among  low-­‐‑income  people.58    Along  with  many  
other  approaches  to  health  change,  SCT  distinguishes  among  knowledge,  attitude  
and  behavior.75    The  theory  suggests  that  in  order  to  accomplish  behavior  change  
individuals  go  through  stages.    The  theory  postulates  a  core  set  of  determinants,  the  
method  in  the  way  they  work,  and  how  to  translate  the  language  of  health  and  
disease  management  and  prevention  into  successful  daily  health  practices.  
According  the  SCT,  self-­‐‑efficacy  is  the  concept  where  individuals  can  exercise  
control  over  their  own  health  habits,  which  is  fundamental  to  motivation  and  action.    
Once  acquiring  self-­‐‑control  over  health-­‐‑affiliated  lifestyle  habits,  individuals  can  
employ  the  newfound  knowledge  and  skills  to  increase  their  food  security  and  self-­‐‑
sufficiency.75    
As  the  theory  of  formative  research  emphasizes,  behavior  is  the  key  to  
revealing  other  psychosocial  components  of  eating  a  more  nutritious  diet.75    
Learning  how  to  prepare  simple  and  palatable  fruits  and  vegetable  dishes  can  help  
create  a  positive  attitude  among  low-­‐‑income  populations.58    Employing  the  themes  
of  formative  research  in  nutrition  education,  beginning  with  lessons  on  food  
preparation  using  simple  ingredients,  may  create  the  potential  for  greater  self-­‐‑
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efficacy  for  home  food  preparation  behaviors  among  low-­‐‑income  populations  in  
subsidized  housing  facilities.  
A  key  study  that  used  formative  research  for  the  development  of  nutrition  
education  among  low-­‐‑income  households  that  frequented  food  pantries,  explored  
four  different  qualitative  methods  for  determining  the  most  effective  graphic  design  
content.58    The  research  included  four  phases.    In  Phase  1,  focus  groups  clarified  
additional  details  of  information  design  by  determining  the  preferred  content  of  
recipes,  gathered  intelligence  about  what  food-­‐‑use  tips  might  be  helpful,  and  
explored  details  about  the  presentation  of  the  information.    In  Phase  2,  on-­‐‑site  
evaluations  of  sample  recipes  at  Women,  Infant,  and  Children  (WIC)  centers  were  
conducted.    In  Phase  3,  testing  assessed  the  home-­‐‑cooking  experiences  among  WIC  
participants.    Phone  interviews  began  by  soliciting  general  comments  or  reactions  to  
each  recipe.    Follow-­‐‑up  questions  dealt  with  ease  of  preparation,  whether  or  not  the  
instructions  were  clear,  and  whether  the  preparation  time  was  accurate.    Participants  
were  especially  concerned  about  forecasts  of  preparation  time.    Finally,  in  Phase  4,  a  
technique  was  used  for  developing  flyer  layouts  using  experiments  with  
participants  to  rate  recipes  according  to  preference  for  education  material  content.    
The  results  demonstrated  general  agreement  concerning  the  recipes  across  three  
types  of  responses:  behavioral,  graphic  and  verbal.    The  on-­‐‑site  evaluations  helped  
identify  recipes  with  near-­‐‑universal  appeal,  mid-­‐‑range  support,  and  those  that  were  
	   26	  
less  favorable.    The  flow  of  information  on  the  pages  was  strikingly  similar  
indicating  the  specific  information  design  to  reach  the  specific  population  could  be  
understood  and  replicated.    Formative  research  addressing  information  design  and  
use  is  an  area  for  further  experimentation  and  evaluation.58  
2.7  Theoretical  framework  
   The  conceptual  model  for  this  study  is  based  on  Community  Organization,  
SCT,  and  the  Health  Behavior  Model.    Community  Organization  emphasizes  
community-­‐‑driven  approaches  to  assess  and  solve  health  and  social  problems.76    
Aligned  with  an  ecological  perspective,  Community  Organization  attributes  health  
issues  to  multiple  levels  of  influence.    Key  concepts  of  Community  Organization  
include  empowerment,  community  capacity,  participation,  relevance,  issue  
selection,  and  critical  consciousness.    The  specific  concepts  relevant  to  the  present  
proposal  include  community  capacity,  relevance,  issue  selection,  and  critical  
consciousness.76  
   The  SCT  works  on  an  interpersonal  level  and  examines  how  personal,  
environmental,  and  individual  factors  interact  to  influence  human  behaviors.75-­‐‑76    
Key  concepts  of  the  SCT  that  are  specific  to  this  proposal  include  reciprocal  
determinism,  behavioral  capability,  and  self-­‐‑efficacy.    Lastly,  the  Health  Belief  
Model  focuses  on  individuals’  perceptions  of  the  threat  posed  by  a  health  problem,  
	   27	  
the  benefits  of  avoiding  the  threat,  and  factors  influencing  the  decision  to  act.76    The  
primary  concept  specific  to  this  proposal  is  perceived  barriers.  
2.8  Conclusion  
   Studies  addressing  health  disparities  among  low-­‐‑income  seniors  in  
community  housing  are  limited.    Reducing  barriers  to  healthy  food  access  can  help  
alleviate  or  eliminate  risk  factors  for  chronic  diseases  by  addressing  the  primary  
needs  of  low-­‐‑income  senior  populations.    Often,  low-­‐‑income  individuals  find  fresh  
produce  too  expensive  to  purchase,  1  unavailable  in  nearby  corner  stores,  2  or  
unappealing  or  difficult  to  prepare  compared  to  packaged  convenience  items.3    
Pantries  are  underexploited  venues  for  teaching  recipients  how  to  prepare  nutritious  
meals.58  
   Economic  stability  is  a  fundamental  component  of  health  promotion.    
Diminished  economic  stability  may  affect  food-­‐‑related  decision-­‐‑making  among  
older  adults  as  foods  integral  to  a  healthful  diet  (fruit,  vegetables,  fish)  can  be  
perceived  as  a  luxury.4    The  relationship  between  a  diet  characterized  by  fruits  and  
vegetables  and  chronic  disease  prevention  has  been  exhibited  as  residents  of  
government-­‐‑subsidized  public  housing  have  high  rates  of  poor  health  outcomes.4    
Neighborhood  environments  characterized  by  poor  accessibility  to  healthy  food  
options  and  an  overabundance  of  fast  food  options  have  been  linked  to  chronic  
disease  status    among  low-­‐‑income  seniors.    Social  determinants  of  health,  such  as  
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those  previously  mentioned,  also  negatively  affect  disease  management.5    
Conversely,  increasing  access  and  availability  of  fresh  produce  has  the  potential  to  
facilitate  primary  and  secondary  disease  prevention  and  management.    
Understanding  these  social  determinants  of  health  and  chronic  disease  must  be  
identified  using  strategies  to  improve  or  prevent  negative  health  outcomes  in  
communities  affected  by  disproportionate  burden  of  disease.5-­‐‑8  
Food  assistance  program  participation  reduces  or  prevents  poor  outcomes  of  
food  insecurity,  improves  seniors’  quality  of  life,  and  helps  to  meet  their  nutritional  
needs.59    Meal  programs  have  been  shown  to  decrease  the  risks  of  malnutrition  and  
improve  depression  symptoms  in  homebound  seniors.60    Further,  educational  
programs  for  the  elderly,  including  nutrition  education,  have  resulted  in  an  
improvement  in  health  status.61    Screening  and  referral  systems,  culturally  
appropriate  education  materials,  behavior  strategies,  and  comprehensive  care  
management  are  needed  to  improve  outcomes.    There  are  limited  intervention  
programs,  including  nutrition  care  in  spite  of  the  pervasiveness  of  nutrition-­‐‑related  
chronic  illness(es)  among  many  older  adults  partaking  in  community  programs.62  
   The  connection  between  obesity,  functional  decline,  and  homebound  status  
confirms  the  significance  of  long-­‐‑term,  preventative  solutions  in  community  
planning  and  policy  to  meet  homebound  seniors’  priorities  and  needs.    Further,  a  
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clear  understanding  of  how  choices  and  behavior  can  be  changed  is  fundamental  
when  working  with  and  implementing  programs  with  low-­‐‑income  populations.4  
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CHAPTER  3:  METHODS  
  
3.1  Institutional  Review  Board  Approval  
  
   Institutional  Review  Board  (IRB)  approval  (Appendix  A)  was  obtained  
through  submitting  a  Letter  of  Determination  (Appendix  B)  and  a  Letter  of  
Permission  (Appendix  C)  from  GHW  management  indicating  approval  to  use  
qualitative  data  collected  at  GHW  in  this  investigation.    A  Letter  of  Determination  
was  submitted  as  no  identifying  participant  information  was  collected  that  could  
link  to  participant  identifiers.    
3.2  Community  Partnership  
   Community-­‐‑based  participatory  research  was  applied  to  establish  a  
community  partnership  between  Drexel  University’s  Nutrition  Sciences  
Department,  Greener  Partners,  and  GHW.    Greener  Partners  is  a  501(c)3  nonprofit  
organization  and  leader  in  the  sustainable  farming  movement  in  the  greater  
Philadelphia  region.78    GHW  is  a  subsidized  housing  facility  for  seniors  and  disabled  
individuals  and  is  located  in  the  West  Poplar  neighborhood  of  Philadelphia,  
Pennsylvania.    Friends  Rehabilitation  Program  (FRP)  establishes  and  manages  
GHW.    The  facility  features  155  apartment  units,  90  elderly  units  and  10-­‐‑disabled  
units.17      GHW  has  the  unique  feature  of  a  community  garden  implemented  by  
Greener  Partners.78  
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3.3  Study  Design    
  
   The  present  case  study  incorporated  the  formative  research  process35  to  
collect  information  using  ethnographic  and  phenomenological  research  techniques  
to  research  an  entire  group  that  shares  a  common  culture  to  help  inform  the  rest  of  
the  research  process.77    Ethnography  was  used  to  gain  information  before  further  
program  implementation.    A  Drexel  University  Nutrition  Sciences  graduate  student  
participated  in  the  resident’s  daily  lives  for  an  extended  period  of  time  (12  months)  
observing  the  population,  listening  to  what  was  said,  and  asking  questions.    This  
component  comprised  of  site-­‐‑based  fieldwork  at  GHW.    The  researcher  had  
prolonged  engagement  in  the  natural  setting  of  GHW,  allowing  for  time  to  observe,  
and  record  the  unique  processes  taking  place  at  GHW  in  a  culturally  sensitive  
manner.    Through  the  partnership  with  Greener  Partners,  the  researcher  worked  
closely  with  the  farming  director  of  Greener  Partners  and  gatekeeper  for  access  to  
the  GHW  site  and  population,  as  well  as  the  resident  manager  of  GHW,  and  the  
resident  social  worker  at  GHW.    After  gaining  access  to  GHW  in  April  2014  and  
having  a  grill  out  to  introduce  the  researcher  to  the  community  in  an  informal  
setting  (Appendix  D),  the  researcher  consequently  spent  months  establishing  
rapport  and  establishing  the  trust  of  GHW  residents.    In  an  effort  to  gain  respect  and  
trust  in  the  community,  dynamic  communication  skills  were  used  to  engage  the  
residents  in  conversation.    The  researcher  originally  used  a  “bit  net  approach”79  by  
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intermingling  with  the  residents  and  gaining  a  general  awareness  of  the  social  and  
cultural  context.    Eventually,  a  key  informant  was  identified,  the  head  food  pantry  
volunteer,  who  is  also  a  resident  at  GHW.    The  key  informant  provided  information  
and  insights  relevant  to  the  research  question  and  aims.77  
   Phenomenological  approaches  were  also  incorporated  to  attempt  to  
understand  the  resident’s  perceptions,  perspectives,  and  understandings77  of  their  
current  situation  at  GHW.    By  analyzing  several  perspectives  of  the  same  situation,  
the  researcher  could  make  generalizations  of  what  an  experience  was  like  from  an  
insider’s  perspective  at  GHW.77    An  understanding  was  gained  of  the  typical  daily  
experiences  of  the  residents.      
3.4  Participant  Recruitment  
  
   In  an  effort  to  better  understand  the  needs  of  the  population  for  future  
research/programming,  male  and  female  seniors  residing  at  GHW  were  encouraged  
to  attend  monthly  informal  food  focus  groups  hosted  by  the  student  researcher.    
Residents  were  included  in  the  study  who  were  65  years  of  age  and  older,  had  no  
cognitive  impairment,  and  who  understood  and  spoke  English.    The  farming  
director  of  Greener  Partners  and  the  Social  Worker  provided  the  researcher  with  
information  regarding  resident’s  cognitive  ability  to  participate  in  the  study.    
Individuals  who  did  not  understand  or  speak  English  and  cognitively  impaired  
residents  were  excluded.    Additionally,  individuals  visiting  GHW  residents  
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(children,  friends,  caretakers),  were  also  excluded.    No  identifying  information  was  
collected  that  was  linked  to  participant  identifiers.    
   An  average  of  10  residents  usually  participated  on  each  occasion.    Residents  
were  invited  in-­‐‑person  and  through  a  weekly  newsletter  to  participate  in  food  focus  
groups  by  GHW  management  and  the  researcher.    Food  focus  groups  were  held  on  
Tuesdays  between  1  and  5  pm  in  the  community  room  at  GHW.    
3.5  Grounded  Theory  Approach  
   The  research  questions  were  answered  using  a  grounded  theory  approach.    
This  qualitative  research  approach  was  used  to  understand  and  explain  the  meaning  
of  a  social  phenomenon  in  the  natural  setting  of  GHW.80    Through  grounded  theory,  
the  researcher  presented  an  insider’s  perspective.    Grounded  theory  research  was  
implemented  using  an  inductive  approach  by  focusing  on  a  process  related  to  a  
specific  topic.    The  research  process  was  based  on  observations  to  understand  the  
phenomena  and  research  questions.    Assuming  the  role  of  a  participant-­‐‑observer,  
the  researcher  was  able  to  provide  vividness  and  detail  in  the  data  collection  
process.77    Formative  research  activities  included  participating  in  the  community  
garden,  conducting  informal  food  focus  groups,  and  working  in  the  food  pantry  
with  two  resident  volunteers.  
3.5.1  Food  Focus  Groups  
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   Since  April  2014,  informal  food  focus  groups  have  been  held  with  residents  of  
GHW  in  the  Poplar  neighborhood  of  Philadelphia,  Pennsylvania.    Formative  
research  methods  were  pursued  to  better  understand  the  beliefs  and  behaviors  of  
the  population,  enabling  the  identification  of  themes  in  residents’  lived  experiences  
and  health-­‐‑related  priorities.    Food  focus  group  discussions  (FGD)  were  coordinated  
with  the  program  director,  the  social  worker  and  the  food  pantry  manager,  and  
included  hands-­‐‑on  cooking  activities,  taste  testing,  and  informal  discussions  related  
to  nutrition,  chronic  illness,  and  interest  in  and  preference  for  health-­‐‑related  
programming.    Questioning  consisted  of  asking  general  questions  regarding  lifestyle  
and  health  behaviors  and  perceptions  in  a  conversational  manner.    Recipe  
development  (Appendix  E)  for  the  focus  groups  was  based  on  the  foods  available  
from  the  community  garden  and  food  pantry,  and  mindful  of  cultural  sensitivity.    
Another  consideration  during  recipe  selection  and  development  was  clarity  and  
cost.    All  items  purchased  for  the  food  focus  group  recipes  were  low  in  cost.    The  
food  focus  groups  were  conducted  inside  the  community  room  at  GHW.    The  
residents  were  given  the  recipes  and  the  ingredients  and  preparation  steps  were  
explained.    Residents  then  divided  into  groups,  depending  on  which  recipe  the  
resident  chose.    The  residents  prepared  the  recipe(s)  and  shared  a  meal  together.  
3.5.2  Food  Pantry  
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   The  residents  of  GHW  can  frequent  the  on-­‐‑site  food  pantry  once  a  week  on  
Tuesday’s  from  4-­‐‑5pm.    The  Philadelphia  Self-­‐‑Help  and  Resource  Exchange  
(SHARE)  pantry  volunteer  workers,  two  GHW  residents,  document  the  food  item  
and  quantity  given  to  the  GHW  resident.    At  each  visit  to  the  pantry,  resident’s  were  
given  a  form,  provided  by  SHARE,  requesting  details  on  number  of  family  members  
in  household  and  monthly/yearly  income.    The  pantry  volunteers  would  note  the  
type  of  food  items  chosen  and  quantities  on  a  separate  form.    The  forms  were  
processed  by  the  resident  volunteers  and  collected  by  SHARE  staff  on  a  monthly  
basis.    The  produce  grown  from  the  garden  was  available  to  the  resident’s  within  the  
pantry.    From  April  2014  to  April  2015,  the  researcher  participated  in  food  pantry  
operations  by  assisting  the  resident  volunteer  in  food  distribution.    Participation  in  
the  food  pantry  was  pursued  to  better  understand  the  food  access  barriers  of  the  
residents  for  future  research/programming.      
     SHARE  Food  Program  donates  perishable  and  nonperishable  food  items  to  
GHW,  which  are  kept  in  the  on-­‐‑site  food  pantry.    The  SHARE  food  program  is  a  
nonprofit  organization  that  serves  as  a  regional  network  of  community  
organizations  that  are  engaged  in  food  distribution,  education,  and  advocacy.    The  
mission  of  SHARE  is  “to  promote  healthy  living  providing  affordable  wholesome  
food  to  those  willing  to  contribute  through  volunteerism.”  SHARE  first  opened  in  
1986  under  the  national  SHARE  umbrella  organization.    SHARE  was  originally  a  
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founding  member  of  the  Pennsylvania  Association  of  Regional  Food  Banks,  
currently  known  as  Hunger-­‐‑Free  Pennsylvania,  and  has  since  become  an  
independent  nonprofit  501  (c)(3).    When  SHARE  was  founded,  they  served  50  host  
organizations  with  1,248  packages  a  year  through  the  SHARE  Food  Package  
program.  SHARE’s  program  distributes  discounted  food  each  month  to  individuals  
that  contribute  two  or  more  hours  of  service  inside  their  communities.  SHARE  has  
grown  to  distribute  16,000  packages  per  year.81      
   This  component  of  formative  research,  information  collection  that  precedes  
program  development,  was  intended  to  help  determine  resident  priorities,  assets,  
and  needs  related  to  food  accessibility  and  availability,  nutrition  education,  and  self-­‐‑
management  of  chronic  illnesses.    Food  item  selection  and  common  themes  
regarding  barriers  to  access  were  also  documented.    Empathetic  communication  was  
pivotal  in  facilitating  conversations  within  the  food  pantry.  Observation  of  and  
participation  in  the  food  pantry  operations  allowed  researcher  to  interact  personally  
with  residents  in  their  own  environment  at  GHW.    
3.6  Data  Collection  and  Management    
   Informal  food  focus  groups  were  conducted  with  10-­‐‑15  residents  who  
consistently  attended  and  participated  in  the  cooking  classes.    Direct  observation  
was  conducted  by  the  researcher  with  the  aim  of  experiencing  and  observing  the  
events  in  the  same  manner  in  which  the  residents  also  experienced  those  events.  
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Residents  were  asked  to  express  themselves  as  they  would  in  their  daily  life.    
Through  discussions  and  consensus,  the  research  team  developed  a  list  of  food  focus  
group  topics.    Focus  group  discussions  (FGD)  and  personal  diary  notes  (PDN)  were  
manually  recorded  during  the  course  of  the  fieldwork.    The  study  time  frame  
allowed  for  development  of  strong  relationships  and  trust  building  with  the  
residents.    Data  was  checked  and  cleaned  and  then  stored  as  Microsoft  Word  files.      
3.7  Data  Analysis  
   Data  was  manually  analyzed  using  content  analysis  approach,  which  
included  familiarization,  identification  of  themes,  categorization  and  interpretation.    
The  final  transcripts  used  for  analysis  were  generated  from  informal  interviews  and  
food  focus  groups.    Data  was  analyzed  using  NVivo  10  software  program  through  
content  analysis.82-­‐‑83  
   A  thematic  analysis  was  performed  using  NVivo,  a  software  package  that  is  
used  to  organize  and  manage  qualitative  databases.    Computer  Assisted  Qualitative  
Data  Analysis  Software  (CAQDAS),  such  as  NVivo,  aids  researchers  in  managing,  
shaping  and  understanding  unstructured  information.    NVivo  uses  tools  for  
classifying,  sorting  and  arranging  information.    Qualitative  data  analysis  (QDA)  
software  organizes  the  research  process  and  provides  tools  to  analyze  materials,  
identify  themes,  and  develop  meaningful,  evidence-­‐‑based  conclusions.    The  
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researcher  entered  data  acquired  from  food  focus  sessions  and  food  pantry  
observations  at  GHW  into  NVivo  10  software.82-­‐‑83    
   A  modified  grounded  theory  approach  was  used  for  the  food  focus  group  
analysis.84-­‐‑85    Additional  supporting  evidence  in  the  form  of  excerpts,  of  the  
researcher’s  PDNs  (personal  diary  notes),  are  also  included.    Following  focus  
groups,  the  researcher  composed  PDNs  to  document  personal  observations  and  
explore  the  impacts  of  critical  reflection  in  the  study.    The  PDNs  were  analyzed  
alongside  the  FGD.    The  data  was  then  coded  into  nodes.    The  coding  technique  
gathered  the  FGD  and  PDN  manuscripts  and  organized  the  references  into  nodes.    
The  nodes  were  created  to  organize  the  themes  found.    The  nodes  were  organized  in  
hierarchies,  listed  as  general  topics  at  the  top  called  a  parent  node  to  more  specific  
topic  called  child  nodes.    The  nodes  let  the  researcher  gather  related  materials  to  
find  emerging  patterns  and  ideas.    In  this  study,  the  parent  nodes  were  the  themes  
and  the  child  nodes  were  the  sub-­‐‑themes  in  this  study.    Text  search  queries  were  
conducted  and  word,  phrase,  and  concept  occurrences  were  identified.    
   The  grounded  theory  approach  included  a  set  of  techniques  for  (1)  identifying  
categories  and  concepts  that  emerge  from  focus  group  text,  and  (2)  relating  the  
concepts  into  substantive  and  formal  theories.84    Rather  than  beginning  with  
preconceived  theories,  the  process  began  with  an  area  of  research  and  allowed  a  
theory  to  emerge  from  the  data  through  a  structured  analysis  process.    This  iterative  
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process  permitted  the  researcher  to  gain  insight  into  thought  processes,  emotions,  
and  values  that  are  challenging  to  obtain  from  more  traditional,  quantitative  
research  methods.84  
   The  constant  comparison  method  is  at  the  core  of  grounded  theory.85    The  
first  stage  of  the  constant  comparison  method  involved  the  coding  of  incident  of  
information  for  the  purpose  of  categorization  in  NVivo  10.86      Incidents  were  small  
pieces  of  information  that  were  used  for  interpretation.86    The  FGD,  upon  
transcription  in  NVivo  10,  was  analyzed  with  a  line-­‐‑by-­‐‑line  microanalysis.    Initially,  
data  was  evaluated  multiple  times  and  incidents  were  selected  based  upon  an  
intuitive  approach  of  what  “feels  right”  or  “looks  right.”86    As  each  incident  was  
distinguished,  it  was  compared  to  previously  identified  units.    This  describes  the  
coding  process  and  the  first  stage  of  the  constant  comparison  method.    Selection  and  
comparison  of  units  allowed  for  the  theoretical  properties  of  each  category  to  
appear.  
   The  second  stage  of  the  constant  comparison  methodology  consisted  of  using  
definitional  and  inclusion  properties  to  change  comparison  from  an  intuitive  
approach  to  a  more  precise  approach.86    Comparison  between  units  continued  until  
fewer  units  fit  into  the  previously  defined  categories.    Data  that  did  not  appear  to  fit  
into  any  category  was  collected  for  future  review.    The  categories  were  examined  
and  compared  to  determine  possible  relationships  among  them.86    
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   NVivo  10  interpretative  analysis  was  implemented.    Initial  analysis  consisted  
of  working  through  the  coding  schemas,  differences  were  highlighted  and  
discussed,  and  the  coding  adjusted  as  necessary.    Word  repetition  was  noted.    Direct  
quotes  from  the  transcript  are  presented  to  support  the  identified  themes.    
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CHAPTER  4:  RESULTS  
  
   The  residents  who  participated  in  the  study  revealed  that  their  individual  
health  conditions,  combined  with  their  social  determinants  of  health,  have  caused  
significant  difficulties  to  improve  eating  habits  in  their  daily  lives.    Seven  major  
themes  (Figure  1)  and  sub-­‐‑themes  were  derived  from  the  NVivo  10  Software  data  
analysis  of  the  attitudes  and  behaviors  of  the  residents  at  GHW  during  food  focus  
groups  and  food  pantry  participation  (Table  1).    Findings  are  presented  under  the  
theme  heading  and  quotes  from  the  food  focus  sessions  are  included  as  supporting  
evidence.    Each  quote  is  referenced  using  the  participant  codes  (P1,  P2  and  so  on).      
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Table  1:  Themes  and  sub-­‐‑themes  derived  from  thematic  analysis  of  the  data  using  
NVivo  10  Software  
  
Major  themes   Sub-­‐‑themes  
#1  Negative  dietary  attitudes  about  
nutritional  quality  
Perceived  positive  of  diet  is  under  eating  
due  to  age  
  
  
Poor  diet  due  to  overconsumption  of  
processed,  packaged,  canned,  and  frozen  
foods  
#2  Challenges  of  change  around  
nutrition  and  healthy  eating  
Budget  constraints  on  the  purchase  of  
fresh  produce  
   Accessing  certain  foods  at  the  grocery  
store  
   Desire  for  convenience  items  
   Preference  and  easy  accessibility  of  
energy  dense  foods  
   Inability  to  change  habits  due  to  age  
   Reluctance  to  try  unfamiliar  foods    
#3  External  barriers  in  the  food  
environment  
Lack  of  transportation  to  access  groceries  
   Physical  disability  due  to  age  and/or  
disease  
   Corner  store  in  walking  distance    
#4  Negative  influences  in  the  internal  
environment  
Availability  of  vending  machine  
   Cultural  cooking  practices  
   Lack  of  social  cohesion  
   Shame  caused  by  social  inequality  
#5  Disconnect  between  disease  state  
and  nutrition  recommendations  
Feelings  of  confusion  and  frustration  
after  discussion  with  doctor  
   Recommendations  to  avoid  sodium,  fat,  
and  sugar  are  not  explained  
   Disease  diagnosis  and  management  
difficulties  
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Table  1  (continued).  
Major  themes   Sub-­‐‑themes  
#6  Difficulties  of  disease  self-­‐‑
management  through  dietary  
modifications  
Knowledge,  cost,  attitudes,  and  
behaviors  were  acknowledged  as  known  
barriers  
   Difficulties  recognizing  independent  
disease  management  responsibilities  
   Irritability  of  current  socioeconomic  
status  
#7  Interest  for  learning  new  recipes  to  
improve  nutrition  knowledge  base  
Sense  of  purpose  through  cooking  
classes  
   Satisfaction  with  recipes  based  on  cost,  
preparation  ease,  simplicity,  culturally  
sensitive,  healthy,  and  appetizing    
   Adapting  and  recognizing  actions  
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4.1  Negative  dietary  attitudes  about  nutritional  quality  (Theme  1)  
   The  study  revealed  that  the  residents  have  negative  attitudes  about  the  
nutritional  content  of  their  diets.    The  negative  attitudes  discovered,  using  a  text  
query  in  NVivo  10  Software,  were  classified  as  poor,  bad,  and  unhealthy.    Only  one  
resident  out  of  10  residents  stated  that  their  diet  was  fair.    Most  residents  had  a  
positive  perception  of  their  diet,  as  many  do  not  overeat  due  to  their  age  and/or  
health-­‐‑status  causing  a  lack  of  appetite.    
   “A  positive  of  my  diet  is  that  I  don’t  eat  a  lot  because  I  don’t  have  much  of  an  
   appetite  due  to  my  medications,  but  when  I  do  eat  it  is  processed  foods.”  [FGD,  P2]      
   It  is  worth  noting  that  all  10  of  the  residents  felt  a  negative  of  their  diet  is  that  
they  eat  mostly  canned  or  frozen  foods  that  tend  to  be  high  in  sodium  and  other  
additives  in  order  to  preserve  the  item.    The  residents  discussed  reading  the  
nutrition  label  of  canned  items  and  understanding  that  there  were  more  than  3  
ingredients  listed.    The  residents  noticed  that  ingredients  they  did  not  understand  
were  listed  and  often  had  to  ask  for  an  explanation  only  to  find  that  most  
ingredients  were  chemical  preservatives.    
   “A  negative  of  my  diet  is  that  when  I  do  eat  vegetables  it  comes  from  canned  or  frozen  
   sources  which  contain  high  amounts  of  sodium.    I  think  it’s  healthy  looking  at  the  
   packaging  and  then  I  look  at  the  nutrition  label  and  realize  it  is  not.”  [FGD,  P1]  
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4.2  Challenges  of  change  around  nutrition  and  healthy  eating  (Theme  2)  
   Residents  highlighted  financial  hardships,  accessing  food  at  the  grocery  
stores,  and  desire  for  convenience  as  being  major  barriers  to  eating  healthy  food.    
The  high  prices  of  foods  such  as  fresh  fruits  and  vegetables  were  considered  
prohibitive  and  when  selecting  foods  the  first  consideration  was  cost.    Residents  felt  
that  budget  constraints  impacted  their  purchase  of  healthier  food  options.    
   “When  I  want  to  eat  fresh  foods,  I  find  they  are  too  expensive  since  they  perish  
   quickly.    Purchasing  canned  or  processed  foods  are  cheaper  and  they  last  longer.”  
   [FGD,  P1]  
  
   “Healthy  food  is  too  expensive  and  I  can’t  afford  it.    Cheap  food  may  be  unhealthy  but  
   it  is  all  I  can  afford  with  SNAP  benefits.”  [FGD,  P4].  
     
   Residents  also  noted  on  multiple  occasions  that  due  to  their  limited  physical  
abilities,  convenience  was  a  major  component  to  how  they  purchase  and  eat  food.  
   “If  I  can  get  food  at  the  corners  store  down  the  street  and  it  doesn’t  perish,  I  will  
   chose  that  over  fresh  produce  from  the  grocery  store  because  it  is  easier  for  me.”  
   [FGD,  P4]  
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   The  residents  also  acknowledged  attitudes  and  habits  around  food  as  
barriers.    There  was  a  common  consensus  that  the  preference  for  energy-­‐‑dense  foods  
was  difficult  to  overcome.    There  were  feelings  of  frustration  described  in  
acknowledging  this  specific  barrier.    Further,  the  accessibility  of  ready-­‐‑made  frozen  
meals  and  fast  foods  were  considered  another  barrier.    Residents  admitted  that  these  
foods  are  habitual  temptations  that  are  satisfying,  cheap  and  easily  accessible.    
   “I  want  to  eat  healthier,  but  I  like  the  taste  of  fast-­‐‑food,  a  big-­‐‑mac  does  not  taste  like  a  
   salad.”  [FGD,  P2]  
   Additionally,  residents  explained  that  due  to  their  age,  they  feel  an  inability  
to  change  habits  that  have  been  developed  over  time  due  to  their  economic  and  
physical  conditions.  
   “I  have  been  eating  fast-­‐‑food  for  years  and  at  this  point  I  don’t  know  if  I  can  break  the  
   habit.    Fast-­‐‑food  is  easy  and  cheap.”  [FGD,  P6]  
     
   The  researcher  noticed  that  when  unfamiliar  food  was  presented  to  the  
residents,  important  terminology  was  necessary  for  the  residents  to  try  the  food  
item.    
   “There  was  hummus  on  the  table  and  I  watched  to  see  if  any  of  the  residents  tried  it.  
     No  one  touched  it.  I  told  the  residents  it  was  hummus  and  that  it  was  made  of  
   chickpeas.    There  was  a  unanimous  consensus  that  they  would  not  like  that  and  
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   therefore  would  not  try  it.  After  a  few  minutes,  two  resident’s  entered  the  community  
   room  and  asked  what  the  dip  was.  I  decided  to  call  it  “bean  dip”.    After  that,  residents  
   began  tasting  the  dip  and  liked  it.    I  realized  then  that  using  terms  familiar  to  the  
   residents  created  an  action-­‐‑change  within  the  population.”  [PDN,  May  30,  2014]  
  
4.3  External  barriers  in  the  food  environment  (Theme  3)  
   The  residents  perceived  the  lack  of  transportation  to  be  a  major  barrier  to  
accessing  groceries,  particularly  fresh  produce.    All  residents  stated  that  they  do  not  
have  access  to  a  car,  which  makes  it  difficult  to  buy  fresh,  produce.    Additionally,  
the  closest  grocery  store,  Fresh  Grocer,  is  0.7  miles  away  from  GHW.    The  residents  
expressed  discouragement  when  explaining  that  the  only  option  in  walking  distance  
(0.2  miles)  is  a  corner  store  (Mom’s),  selling  processed  and  energy-­‐‑dense  foods.    
   “I  can’t  walk  far  because  of  my  age  and  health  conditions.    If  I  take  the  bus,  I  have  to  
   walk  a  few  blocks  to  the  bus,  pay  for  the  bus,  go  to  the  store,  bring  only  what  I  can  
   carry  back  onto  the  bus,  pay  for  the  bus  again,  and  then  walk  several  blocks  back  with  
   the  groceries.  With  my  health  status,  it  is  not  possible.    If  I  need  something  I  go  to  the  
   corner  store.”  [FGD,  P8]  
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4.4  Negative  influences  in  the  internal  environment  (Theme  4)  
   Having  a  positive  internal  environment  was  seen  as  an  important  factor  for  
promoting  community  health.    Participants  felt  that  the  availability  of  the  vending  
machine  in  the  community  room,  cultural  cooking  practices,  and  lack  of  community  
respect  at  GHW,  particularly  experienced  attending  the  food  pantry,  were  all  
barriers  to  healthy  eating.    Each  participant  stated  that  they  purchase  energy-­‐‑dense  
soda  and  snack  foods  such  as  pretzels,  chips,  and  candy  in  the  community  room.    
   “I  try  to  get  out  of  my  room  by  visiting  the  community  room,  but  when  I  am  there  I  
   tend  to  go  to  the  vending  machine.  It  is  difficult  because  it  is  a  temptation  but  then  I  
   use  all  of  my  spare  change  on  soda  and  chips.”  [FGD,  P3]  
     
   A  common  sub-­‐‑theme  was  the  negative  cultural  cooking  practices  within  the  
GHW  population.    The  majority  of  GHW  residents  are  from  southern  states,  
primarily  South  Carolina,  Georgia,  and  Alabama  and  therefore  use  many  southern  
cooking  practices  such  as  cooking  with  butter,  salt,  and  animal  fat.    They  also  fry  
most  of  their  foods  in  a  deep  fryer.    When  discussing  new  cooking  approaches  in  the  
focus  groups,  residents  expressed  that  even  if  they  wanted  to  change  their  diet,  
culturally  the  “healthier  version”  may  not  be  accepted.  
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   “My  family  eats  collard  greens,  but  they  marinate  it  in  pig  fat.  My  family  will  eat  
   okra  but  they  deep-­‐‑fry  it.  At  a  family  meal  we  have  meat,  potatoes,  and  a  vegetable  
   that  has  added  animal  fat  and  salt  for  flavor.”  [FGD,  P7]  
  
   GHW  also  displayed  a  sub-­‐‑theme  of  a  lack  of  social  cohesion.  The  key  
informant  explained  to  the  researcher  that  many  residents  feel  a  sense  of  shame  
attending  the  food  pantry.  The  researcher  witnessed  resident’s  embarrassment  when  
asked  to  note  their  annual  income  for  SHARE’s  records.  
   “The  resident  volunteer  (key  informant)  asked  each  resident  to  state  their  income  
   levels  on  a  form  before  acquiring  food  from  the  pantry.    Due  to  cognitive  impairment  
   many  residents  could  not  remember  their  income.    Other  residents  seemed  annoyed  
   and  embarrassed  to  fill  out  this  form.    On  multiple  occasions  residents  left  the  pantry  
   line  and  did  not  receive  food  from  the  pantry  for  that  week.”  [PDN,  October  7,  2014]  
  
   The  sub-­‐‑theme  of  lack  of  social  cohesion  also  presented  itself  during  the  food  
focus  groups.    Community  dynamics  were  noticeably  tense.    
   “Residents  would  bicker  and  call  each  other  awful  names.    At  one  point,  one  resident  
   walked  into  the  room  to  participate  in  the  food  focus  group  and  another  resident  asked  
   me  why  she  was  there  and  if  I  could  ask  her  to  leave.    The  social  worker  handled  the  
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   situation  by  discussing  that  everyone  was  welcome.    Tensions  remained  high  for  that  
   session.”  [PDN,  March  25,  2015]  
     
   Lack  of  social  cohesion  was  also  a  factor  when  resident’s  considered  using  the  
community  garden.    
“I  want  to  go  outside  and  garden  but  I  do  not  like  some  of  the  residents  who  are  out  
there.    I  don’t  want  to  talk  to  them  so  I  sit  in  my  room  instead.”  [FGD,  P4]  
     
4.5  Disconnect  between  disease  state  and  nutrition  recommendations  (Theme  5)  
   Residents  expressed  confusion  when  discussing  their  disease  state(s)  with  
their  doctor.    All  residents  mentioned  that  their  doctors  communicated  avoidance  of  
high  sodium,  fat,  and  sugar  foods  but  did  not  explain  why.    
   “My  doctor  has  told  me  to  avoid  sugars,  fat,  and  salt  because  I  have  diabetes,  high  
   cholesterol,  and  hypertension  but  I  do  not  understand  why.”  [FGD,  P7]  
     
   The  residents  attending  the  food  focus  group  mentioned  disease  diagnosis  
and  management  difficulties  on  multiple  occasions.    Residents  consistently  asked  
questions  about  ingredients  with  little  understanding  of  food  restriction  in  relation  
to  their  specific  disease.    In  one  food  focus  group  discussion,  the  residents  prepared  
brown  rice  to  eat  with  chicken  and  vegetables.    
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   “I  have  diabetes  so  I  should  not  be  eating  starchy  carbs  (points  to  brown  rice).  I  wish  
   we  had  white  bread  to  eat  with  this  meal.    That  is  the  only  bread  I’ll  buy  and  eat.”  
   [FGD,  P2]  
  
4.6  Difficulties  of  disease  self-­‐‑management  through  dietary  modifications  (Theme  6)  
   The  residents  who  attended  the  food  focus  groups  considered  that  the  
disproportionate  burden  of  disease  in  low-­‐‑income  minority  populations  might  be  
managed  through  alterations  in  diet.    Each  resident  perceived  collective  barriers  to  
disease  management  through  nutrition.    These  barriers  included  knowledge,  cost,  
attitudes,  and  behaviors.  
   “I  know  there  are  ways  to  eat  healthier  for  my  diabetes,  but  I  don’t  know  what  foods  
   have  sugars  and  which  are  okay  to  eat.    It'ʹs  too  difficult  and  confusing.”  [FGD,  P10]  
  
   Conflicts  regarding  disease  management  and  responsibilities  were  discussed.  
The  residents  were  having  problems  with  the  recognition  that  it  was  feasible  to  
achieve  disease  management  on  their  own.  Irritability  about  their  socioeconomic  
status  was  a  common  sub-­‐‑theme.  
   “I  am  old,  black,  and  poor.  It  is  too  hard  to  count  carbohydrates  at  every  meal.  If  I  
   could  afford  a  nurse  then  they  could  help  me  with  my  diabetes.    It’s  pointless  and  I  
   can’t  even  afford  the  healthier  foods  to  help  with  my  disease.”  [FGD,  P2]  
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4.7  Interest  for  learning  new  recipes  to  improve  nutrition  knowledge  base  (Theme  7)  
   All  10  residents  expressed  an  interest  to  learn  about  food,  nutrition,  and  
health  through  community-­‐‑based  programming.  Residents  gained  a  sense  of  
purpose  through  involvement  in  the  cooking  program.    Also,  residents  were  
satisfied  with  the  recipes  provided  based  on  the  common  themes  of  low-­‐‑cost,  
preparation  ease,  simplicity  of  ingredients,  cultural  sensitivity,  healthy  ingredients  
and  appetizing  products.    Residents  also  displayed  increased  enthusiasm  for  
preparing  healthy  meals  and  a  desire  to  try  unfamiliar  foods  after  each  food  focus  
group.    
   “I  enjoyed  the  cooking  classes  because  I  liked  being  involved  in  the  cooking  process  
   and  making  a  recipe  healthy  and  realizing  it  actually  tastes  good.    I  want  to  make  
   these  recipes  on  my  own  now  that  I  know  how  easy  it  can  be.”  [FGD,  P9]  
  
In  her  role  as  facilitator  of  the  food  focus  groups  and  as  a  direct  observer,  the  
researcher  noticed  the  participant’s  adaptation  and  recognition  of  their  actions.  
   “As  the  resident’s  nutritional  knowledge  increases  and  their  cooking  skills  improve,    I  
   feel  there  is  a  shift  in  their  attitudes.    When  we  discuss  what  we  should  cook  at  the  
   next  class,  they  are  thinking  more  about  the  nutritional  value  of  the  dish  rather  than  
   just  the  taste.    The  residents  showed  enthusiasm  for  each  recipe  and  asked  questions  
   about  the  ingredients  and  where  to  buy  them.    Residents  asked  about  natural  
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   sugar  substitutes  such  as  stevia  and  asked  what  other  foods  they  can  replace  in  
   their  diet  that  would  help  their  current  health  status.”  [PDN,  February  3,  2015].  
  
   The  researcher  noticed  that,  although  residents  were  seniors,  the  majority  of  
them  who  participated  in  chopping  had  very  good  knife  skills  and  displayed  a  lot  of  
energy  and  vigor  when  creating  the  recipes.  
   “Residents  seemed  eager  to  divide  into  groups  and  perform  the  tasks  necessary  to  
   create  the  recipe.    On  several  occasions,  one  participant  with  arthritis  in  both  hands  
   took  the  cutting  board,  knife,  and  three  onions  and  after  a  few  minutes  had  chopped  
   all  of  the  onions  into  tiny  pieces.    When  I  looked  surprised  she  said  although  she  is  
   older  and  sick,  she  grew  up  cooking  with  her  grandmother  and  mother,  and  has  
   retained  these  skills  her  whole  life.”  [PDN,  December  8,  2014]  
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Figure  1:  Summary  of  Themes  
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CHAPTER  5:  DISCUSSION  
   This  study  explored  the  multifaceted  challenges  of  healthful  eating  and  
disease  management  from  the  perspective  of  low-­‐‑income  seniors  residing  in  
subsidized  housing.    Formative  research  methods  were  used  to  gain  an  
understanding  of  the  needs  of  the  population.    The  researcher  also  observed  how  the  
residents  interacted  within  their  environmental  context  during  the  food  focus  
groups  and  food  pantry  participation.      
   The  structure  and  activities  of  the  food  focus  groups  aided  in  identifying  
themes  within  the  GHW  population.    Themes  included  negative  dietary  attitudes  
about  nutritional  quality,  challenges  of  change  around  nutrition  and  healthy  eating,  
external  barriers  in  the  food  environment,  negative  influences  in  the  internal  
environment,  disconnect  between  disease  state  and  nutrition  recommendations,  
difficulties  of  disease  self-­‐‑management  through  dietary  modifications,  and  interest  
for  learning  new  recipes  to  improve  nutrition  knowledge  base.      
   Interestingly,  the  residents  perceived  a  lack  of  appetite  to  be  a  positive  of  
their  diet.    Each  resident  acknowledged  that  their  diet  was  poor  due  to  
overconsumption  of  processed  foods,  however,  many  stated  a  positive  of  their  diet  
was  that  they  often  lacked  an  appetite  and  did  not  eat  due  to  frequent  medication  
use  and  age.    The  residents  initially  did  not  make  the  connection  that  this  was  a  
negative  of  their  diet  due  to  lack  of  nutrient  dense  meals  and  adequate  caloric  
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intake.    Further,  the  multifaceted  challenges  regarding  nutrition  and  healthy  eating  
were  based  on  cost,  accessibility,  convenience,  preference,  and  habits.    In  the  food  
focus  groups,  residents  were  initially  reluctant  to  try  unfamiliar  or  “healthy”  foods  
until  the  researcher  described  the  foods  in  familiar  terms.    When  food  items  were  
described  in  these  terms,  the  residents  were  agreeable  to  tasting  the  food  or  dish  and  
were  not  as  focused  on  the  dissimilarity  of  the  food  items  compared  to  their  usual  
diet.    
   The  external  and  internal  environments  were  recognized  as  facilitators  and  
barriers  to  healthy  eating  and  disease  management.    Residents  articulated  
frustrations  as  a  combination  of  lack  of  transportation  and  physical  disability  within  
their  built  environment  caused  the  residents  to  visit  the  nearby  corner  store  that  only  
offered  processed  and  energy-­‐‑dense  food.    In  the  internal  environment,  the  presence  
of  the  vending  machine  created  a  temptation  for  most  residents  causing  them  to  
spend  extra  money  on  soda,  candy,  and  chips.  A  unique  finding  regarding  healthy  
cooking  practices  in  relation  to  disease  management  was  the  cultural  cooking  
preferences  of  the  residents.    Most  residents  disclosed  that,  while  cooking  with  
vegetables,  almost  all  were  accustomed  to  deep-­‐‑frying  or  marinating  in  animal  fat,  
thus  resulting  in  vegetable  preparation  and  consumption  that  was  not  conducive  to  
a  healthy  diet.    Unfamiliar  foods  and  terminology  in  some  cases  prohibited  these  
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low-­‐‑income  seniors  from  purchasing  and  integrating  these  foods  into  their  daily  
diet.    
   A  unique  feature  of  this  case  study  was  the  food  pantry  participation,  which  
displayed  discrepancies  among  residents.    Residents  who  were  excited  and  
enthusiastic  during  the  food  focus  groups  displayed  attitudes  of  irritation,  shame,  
and  hopelessness  when  visiting  the  food  pantry  allowing  the  student  researcher  to  
gain  an  insider’s  perspective  while  interacting  with  residents.    Further,  tensions  
were  evident  as  residents  avoided  contact  with  others  by  lack  of  involvement  in  the  
food  focus  groups.    
     In  discussion  with  the  residents,  the  connections  of  nutrition  and  disease  
management  were  reiterated.    A  common  sub-­‐‑theme  of  confusion  was  observed  as  
residents  reported  that  their  doctors  made  specific  recommendations  regarding  
foods  to  avoid  but  never  clearly  explained  the  impact  of  specific  foods  on  disease  
management.    Often  residents  felt  overwhelmed  by  the  number  of  dietary  
restrictions  advised  by  their  doctors  and,  in  an  effort  to  comply,  they  only  focused  
on  one  or  two  of  the  recommendations.    For  example  many  residents  over  focused  
on  a  low-­‐‑sodium  diet  but  ignored  low-­‐‑sugar  and/or  low-­‐‑fat  diets.    Residents  also  
initially  believed  that  difficulties  of  disease  management  were  due  to  the  
socioeconomic  disparities  they  faced.  
5.1  Acknowledgement  of  Barriers  and  Facilitators  
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   The  food  focus  groups  assisted  in  overcoming  barriers  specifically  through  
the  provision  of  support,  which  consisted  of  non-­‐‑judgmental  attitudes,  listening,  
asking,  and  sharing.    This  regard  for  the  residents  created  trust,  increased  rapport,  
and  enabled  clear  dialogue  to  identify  challenges  to  healthy  eating.    By  
incorporating  key  components  of  the  formative  research  process,  confidence  and  
respect  was  earned.35    Ethnographic  and  phenomenological  approaches  during  the  
food  focus  groups  and  food  pantry  participation,  allowed  the  researchers  to  interact  
personally  with  residents,  gaining  an  understanding  of  their  typical  experiences  
while  identifying  cultural  norms,  beliefs,  and  social  structures.    Finally,  adapting  the  
food  focus  groups  to  the  cultures,  personalities  and  demographics  of  the  residents  
aided  in  trust  attainment  and  increased  dialogue.    The  residents  expressed  
enthusiasm  and  appreciation  when  recipes  incorporated  ingredients  from  their  
southern  roots.    For  example,  while  preparing  collard  greens,  the  residents  enjoyed  
the  recipes  that  also  considered  nutrient  content,  ease  of  preparation,  and  cost.  
   Previous  studies  have  evaluated  food  pantry  use  in  the  form  of  focus  groups  
and  informal  interviews,  as  well  as  other  formative  methods  to  improve  the  
nutrition  of  pantry  clients  in  subsidized  housing.56,58    A  common  theme  reported  in  
the  literature  was  the  importance  of  acknowledging  facilitators  and  barriers  to  
healthful  food  consumption  and  food  insecurity  within  the  internal  and  external  
environment.55-­‐‑59    Having  more  specific  information  regarding  diet  quality  and  
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lifestyle  behaviors  of  food  pantry  clients  will  aid  food  pantry  directors  and  dietitians  
in  creating  nutrition  programming  more  effectively.87    The  majority  of  literature  
regarding  food  pantry  clients  is  limited  and  outdated.88  
5.2  Culturally  Relevant  Foods  
   Additional  studies  have  investigated  how  culture  and  community  affect  
nutrition  attitudes  and  behaviors  of  low-­‐‑income  African  Americans.89    The  focus  
groups  discovered  a  general  opinion  that  eating  healthy  was  correlated  with  
relinquishing  parts  of  their  cultural  heritage.    The  barriers  to  eating  a  healthy  diet  
consisted  of  social  and  cultural  symbolism  of  foods,  an  unappetizing  taste  of  healthy  
foods  and  the  lack  of  social  cohesion.      
   Similar  results  during  focus  groups  with  hypertensive  African  American  and  
Hispanic  patients  revealed  that  patients  believed  healthier  diets  to  improve  blood  
pressure  control  were  difficult  to  follow  in  their  cultural  context  and  social  
dynamic.90-­‐‑91    Mendez-­‐‑Luck  et  al.  provided  similar  insight  that  minority  populations  
viewed  incorporating  traditional  and  cultural  activities  into  health  programs  lead  to  
positive  health-­‐‑improving  practices.    Participants  specified  that  preparing  
traditional  meals  specific  to  their  culture  was  beneficial  to  health  promotion  because  
the  meals  reinforced  the  residents’  cultural  context.92    The  researcher  observed  that  
the  residents  at  GHW  displayed  enthusiasm  and  interest  discovering  that  culturally  
relevant  foods  could  be  adapted  to  a  healthier  version.    
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5.3  Health  Effects  of  Social  Cohesion  
   Studies  have  examined  probable  consequences  of  food  insecurity  in  relation  
to  diet  quality  and  chronic  disease  and  it’s  relation  to  community  tensions  and  how  
to  incorporate  unfamiliar  “healthier  foods”  into  these  community  settings.88    Past  
studies  have  revealed  the  cycle  of  cooperation  and  communication  to  create  the  
development  of  group  cohesion,  which  often  precedes  adherence  to  health  
promotion  programs.93-­‐‑95    Longitudinal  relationships  have  discovered  dimensions  of  
group  cohesion  and  interaction  variables  to  inform  and  improve  strategies  for  
programs  aimed  at  improving  diet  and  physical  activity  behaviors.93    Group  
cohesion  interventions  have  shown  psychological  and  physical  health  benefits  for  
African-­‐‑American  and  Hispanic  women.94      
   Similar  themes  were  discovered  in  previous  studies  of  different  minority  
populations  and  settings  where  intervention  attendance  and  food  access  challenges  
were  noted  as  barriers  to  participation  in  physical  activity  and  nutrition  
programming.93-­‐‑95    Consequently,  strategies  to  improve  attendance  and  
understanding  of  intervention  concepts,  approaches,  and  connections  are  
increasingly  needed.    Further,  studies  have  suggested  that  social  cohesion  could  be  
useful  for  increasing  the  attendance  of  and  enthusiasm  towards  health  programs  
focused  on  minorities.96-­‐‑98    
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   Izumi  et  al.  evaluated  the  associations  of  health  behaviors  and  social  cohesion  
when  participating  in  a  walking  program  among  racially/ethnically  diverse  adults  in  
a  low-­‐‑income  community.    Social  cohesion  was  significantly  correlated  with  
consistent  participation  in  community  health  programming.95    In  this  present  case  
study,  the  lack  of  social  cohesion  prevented  individuals  from  participating  in  the  
food  focus  groups  as  many  residents  avoided  one  another.    Additionally,  a  similar  
theme  of  social  connectedness  being  integral  to  health  was  identified  in  a  thematic  
analysis  using  a  grounded  theory  approach  to  contextualize  the  social  environments  
that  influence  the  health  of  Latinos  and  American  Indian  Residents  in  three  Oregon  
communities.  According  to  study  participants  during  interviews,  the  lack  of  social  
connections  with  other  community  members  was  harmful  for  their  health  as  they  
secluded  themselves  when  they  had  a  health  problem.    The  benefits  of  social  
cohesion  allowed  for  residents  in  a  community  setting  to  share  information  
regarding  health  and  encourage  participation  in  health-­‐‑promoting  activities.92  
   Consistent  with  the  literature,  the  researcher  found  that  social  cohesion  was  
fundamental  to  health  promotion.    This  present  case  study  examined  the  attitudes  
and  behaviors  regarding  barriers  to  nutrition  and  disease  management.    It  draws  
attention  to  the  need  for  further  research  on  the  complex  effects  of  lack  of  social  
cohesion  in  subsidized  housing  facilities  and  how  to  properly  plan  and  create  
partnerships  for  future  programming.    
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5.4  Limitations  and  Strengths    
   This  study  is  not  without  limitations.    The  sample  size  for  this  case  study  was  
small  and  issues  such  as  scheduling  conflicts,  lack  of  awareness  of  classes,  resident  
seclusion  and  cognitive  impairment  hindered  participation  in  the  food  focus  groups.    
The  rate  of  participation  in  the  food  focus  groups  is  another  limitation  as  only  10-­‐‑15  
residents  participated  in  each  food  focus  group  session.    This  small  sample  size  is  
less  desirable  as  it  is  ideal  to  have  more  than  one  or  two  focus  groups  consisting  of  
between  5  and  8  people  at  a  time.    Further,  resident  participation  in  the  food  focus  
groups  appeared  genuine,  however,  free  food  may  have  been  an  incentive  to  
participate.  
   This  study  had  several  strengths.    For  example,  food  focus  groups  and  food  
pantry  participation  was  implemented  using  community-­‐‑based  partnerships  
allowing  for  a  team-­‐‑based  effort  between  Drexel  University’s  Nutrition  Sciences  
Department,  Greener  Partners,  and  GHW.    The  researcher  attempted  to  understand  
the  sociocultural  context  of  individual  and  group  behavior  considering  the  
environmental,  social,  and  personal  characteristics  of  the  GHW  population  without  
passing  judgment.    Spending  time  within  the  population  increased  rapport  between  
resident  and  researcher.    Only  with  this  approach  could  this  formative  research  
stage  create  the  potential  to  make  a  positive  impact  on  the  nutrition-­‐‑related  
behaviors  of  the  target  population  in  future  studies.    
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5.5  Future  Recommendations    
   This  case  study  demonstrated  that  the  themes  found  in  food  focus  group  
discussions  and  food  pantry  participation  can  be  generalizable  to  similar  
populations.    Future  research  should  consider  formulating  community-­‐‑driven  
nutrition  programming  within  a  subsidized  housing  facility  by  implementing  
formative  research  methods  to  explore  intervention  approaches  and  materials  prior  
to  employing  the  program.    Programming  that  considers  and  respects  the  interests  
and  characteristics  of  the  community  would  be  essential  to  ensuring  successful  
interaction  and  participation  among  community  participants.    The  researcher  must,  
at  all  times,  be  keenly  aware  of  how  they  are  perceived  by  the  participants  making  
certain  to  display  an  understanding  of  their  environment  while  acknowledging  the  
specific  needs  and  limitations  of  the  population.    
   This  case  study  demonstrated  the  interest  in  community  programming  that  
addresses  healthful  eating  and  self-­‐‑management  of  nutrition-­‐‑related  illness.    Future  
researchers  should  consider  the  novel  findings  of  this  study.    The  food  incorporated  
into  programming  must  be  culturally  relevant  to  the  specific  population.    The  
researcher  should  create  recipes  that  can  alter  the  culturally  relevant  foods  into  
healthier  versions  depending  on  the  specific  health  concerns  of  that  population.    In  
this  specific  population,  healthy  energy-­‐‑dense  foods  are  preferable,  as  many  do  not  
have  the  ability  to  shop  for  and  prepare  sizable  meals  and  lack  a  large  appetite.    
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Furthermore,  the  terminology  used  must  consider  cultural  references  using  
language  easily  understood  by  the  study  population.    There  may  be  an  extended  
learning  curve  for  nutrition-­‐‑related  disease  management,  and  therefore  language  
and  explanations  should  remain  simple  and  easy  to  understand  during  nutrition  
education.    As  residents  felt  overwhelmed  by  the  vast  amount  of  dietary  
recommendations,  often  focusing  on  one  component,  future  programming  could  
divide  classes  into  disease  specific  topics  using  a  teamwork  approach  so  that  the  
residents  could  share  and  learn  from  and  support  one  another.  
   After  discovering  the  novel  finding  of  lack  of  social  cohesion,  future  research  
could  use  a  multidisciplinary  approach  incorporating  a  team  specializing  in  
nutrition,  psychology,  and  sociology.    Through  a  combination  of  each  specialty  skill  
set,  this  team  could  work  towards  identifying  reasons  for  lack  of  social  cohesion.    
Once  identified,  the  team  could  implement  formative  research  methods  to  create  
mutually  cooperative  nutrition  programming  that  tailors  the  program  to  the  needs  
of  the  population,  thus  leading  to  increased  participation,  adherence,  and  improved  
health  behaviors  and  disease  management.    Furthermore,  to  increase  food  pantry  
use,  the  resident  manager  and  social  worker  could  create  opportunities  for  the  
residents  to  meet  to  discuss  their  specific  dietary  needs  and  food  preferences.    The  
food  items  could  be  provided  in  the  pantry  once  a  month  to  increase  attendance.    
5.6  Conclusion  
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   This  research  uncovered  two  novel  concepts.    First,  residents  were  not  
familiar  with  healthier  food  options  that  support  their  nutrition  and  disease  
management  due  to  lack  of  cultural  relevance.    Secondly,  community  tensions  
existed  among  the  residents  due  to  lack  of  social  cohesion.    Residents  frequently  
bickered  and  did  not  respect  each  other  during  food  focus  groups.    The  researcher  
examined  the  behavior  from  the  perspective  of  the  residents,  which  has  informed  
future  recommendations  for  nutrition  programming.    This  study  has  confirmed  that  
there  is  interest  in  community  programming  that  addresses  healthful  eating  and  
self-­‐‑management  of  nutrition-­‐‑related  illness.    The  importance  of  understanding  the  
attitudes,  behaviors,  and  beliefs  surrounding  the  internal  and  external  challenges  to  
healthful  eating  were  identified.    Acknowledging  the  impact  that  barriers  have  on  
the  social  and  personal  constructs  of  low-­‐‑income  seniors  residing  in  subsidized  
housing  was  found  to  be  a  successful  strategy  in  informing  future  recommendations.  
   This  case  study  has  identified  that  providing  low-­‐‑income  seniors  with  the  
opportunity  to  learn  new  recipes,  prepare  a  meal,  and  taste  the  final  product,  while  
understanding  the  nutritional  and  health  benefits,  may  have  positive  effects.    
Genuine  long-­‐‑term  engagement  within  the  GHW  population  was  successful  in  
identifying  facilitators  and  barriers.    We  hope  that  relationships  will  continue  to  
build  community  capacity  for  future  nutrition  programming,  specifically  in  a  
subsidized  housing  facility.      
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